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... let us strive to finish the work we are in, to bind up the nation’s wounds, to care for 
him who shall have borne the battle and for his widow and his orphan ... 
 
Abraham Lincoln, Second Inaugural Address, Saturday, 4 March, 1865 
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Abstract 
The first study examined the role of perceived adverse parenting and early 
maladaptive schemas in the development of PTSD in Australian and New Zealand 
Vietnam war-veterans (N = 220).  Veterans diagnosed with PTSD scored higher on the 
Young Schema Questionnaire and had higher scores on the Measure of Parental Style 
(MOPS) than veterans not diagnosed with PTSD.  Only three childhood negative events 
were associated with PTSD: witnessing domestic violence; mother unemployed; and 
living with a stepfather.  These variables may relate to research on negative family 
environment being associated with PTSD, whereas schemas may relate to parenting.  The 
finding of strong relationships between negative life events data and adverse parenting 
endorses the MOPS as a valid instrument.  
  Admission to hospital in Vietnam was the only war variable related to PTSD.  
Schemas mediated the negative parenting - PTSD link, and the Vietnam War experience - 
PTSD link.  The results suggest that early maladaptive schemas have an important role in 
the development or maintenance of PTSD in Vietnam veterans.   
   The second study measured at baseline, termination and three months the early 
maladaptive schemas, PTSD, anxiety, depression, and relationships of war-veterans       
(n = 54) participating in a PTSD group treatment program that included schema-focused 
therapy.  Scores on the PTSD Check List, the Hospital Anxiety and Depression Scale, 
and 17 schemas decreased significantly after treatment.  The Abbreviated Dyadic 
Adjustment Scale and the Assessment of Quality of Life scores indicated that the 
veterans’ current relationships improved.  Partners of veterans also experienced enhanced 
relationships.  All gains were maintained at three-month follow-up.  The five schema 
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domains were associated with an improvement in PTSD symptoms, with gains on the 
impaired autonomy domain being associated with 26.3% of the changes in PTSD.  
Change scores for the schema treatment were compared to a similar earlier manualised 
CBT program. Pre-treatment measures were similar in both groups. Nevertheless, PTSD 
and anxiety improved significantly more for the schema-focused therapy group.  
Although the second study was not a randomised control comparison, both studies 
support the feasibility of schema-focused therapy to assist veterans with PTSD. 
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STUDY ONE 
CHAPTER 1 
LITERATURE REVIEW 
1.0 Introduction 
As there appears to be no literature on the possible association between childhood 
experiences of parenting, early maladaptive schemas, and posttraumatic stress disorder 
(PTSD) in war veterans, this study investigated the relationship between the adverse early 
home environment, early maladaptive schemas and the development of PTSD in 
Australian and New Zealand Vietnam War veterans. 
It is well recorded that among those who survive the dangers of war, some carry 
physical, or mental and emotional wounds for the rest of their lives (Figley & Nash, 
2007). Therefore, a significant percentage of Vietnam veterans continue to suffer from 
PTSD usually with comorbid psychiatric disorders (Australian Centre for Posttraumatic 
Mental Health, 2007).  PTSD has been conceptualized as a psychiatric disorder involving 
varied stress responses including affective elements, disruption of coping and 
modifications in cognitions from the experience of trauma (Mueser et al., 2007; Weierich 
& Nock, 2008).  Although the severity of the trauma is a central element of the aetiology 
of PTSD, it is reasonable to presuppose that other risk factors impact on its cause and 
development and these risk factors may apply before, during, and after the trauma 
(Andrews, Creamer, Crino, Hunt, Lampe, & Page, 2003; Koenen, Stellman, Stellman, & 
Sommer, 2003).  The first study will focus on pre-trauma variables.   
Although exposure to a traumatic stressor is relatively common, with some 
estimates of 70-90 percent of people having been exposed to events at some time in their 
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lives (Corales, 2005), not all trauma survivors develop PTSD (Bonanno, Galea, 
Bucciarelli, & Vlahov, 2007; Bryant & Guthrie, 2007; Zoellner, Foa, Brigidi, & 
Przeworski, 2000; Yehuda, 2002).  Therefore, this study aims to investigate cognitive 
predisposing factors that may render an individual vulnerable to PTSD.   
Military personnel bring their own generalised biological and psychological 
vulnerabilities into the war experience. Some studies show that previous exposure to 
adverse life events (Andrews, et. al., 2003; Antony & Barlow, 2002; Barlow, 2001), 
childhood family instability (Herman, 1997; King, King, Foy, & Gudanowski, 1996) or 
circumstances including poor education, low income, early separation from parents, 
parental instability, violence in the home, childhood physical and sexual abuse, adverse 
relationship with parents, neglect, prior psychiatric history and a pre-existing tendency 
towards anxiety and depression, may increase vulnerability to the development of PTSD 
(Koenen et al., 2003; Kulka et al., 1990a; Stovall-McClough & Cloitre, 2006; Williams & 
Poijula, 2002).  
These pretrauma adverse relationship factors appear to be the same factors that 
are postulated to cultivate the development of early maladaptive schemas (Young, 1990, 
1999; Young, Klosko, & Weishaar, 2003).  The literature seems clear that there is a link 
between early childhood experiences and the development of early maladaptive schemas 
and that these schemas are a major factor in the diathesis-stress model of psychiatric 
disorders (Bamber & McMahon, 2008; Muris, 2006; Sachs-Ericsson, Verona, Joiner, & 
Preacher, 2006; Young, 1990, 1999; Young et al., 2003; Waller, 2003; Waller, Ohanian, 
Meyer, & Osman, 2000).  It is therefore hypothesised that early maladaptive schemas 
could engage in the onset and maintenance of posttraumatic stress disorder.   
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  PTSD remains a debilitating and difficult anxiety disorder to treat, particularly in 
military veterans (Australian Centre for Posttraumatic Mental Health, 2007).  It is 
anticipated that an understanding of the relationship between early maladaptive schemas 
and PTSD may lead to an improved understanding of PTSD in Vietnam War veterans, 
other veterans and civilians. 
Theoretical models from psychological, social, and biological perspectives have 
been proposed to explain the development of PTSD (Gray, Maguen, & Litz, 2007).  As a 
single approach is unlikely to provide an overall explanation, there is a need to develop 
biopsychosocial models in order to provide a full understanding of the condition (Bryant 
& Guthrie, 2007).   
Vietnam veterans were chosen for this study because they are a unique cohort 
with a similar trauma history yet with a clear distinction between those with PTSD 
diagnosis and those without.  To gain a balanced understanding of the veterans and 
PTSD, it is important to briefly underscore the historical, geographical and climatological 
context of Vietnam (see Appendix P), as these factors, to various degrees, all contributed 
to the stressful war context in which Australian and New Zealand military personnel lived 
and fought during their tours of duty.  
1.1  Historical Context of Posttraumatic Stress Disorder 
 
Given the recency of its formal recognition, it is important to firstly overview the 
history of the comprehension and treatment of PTSD.  The condition has had a 
problematic history with little understanding by authorities of the psychological effects of 
trauma.  A common historical response has been persecution or low support for those 
afflicted (Monaghan, 2007; Solomon and Dekel, 2007).  Key events in the chronicle of 
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PTSD pathology will be briefly outlined to illustrate the scientific journey and to contrast 
past with current knowledge and treatment.    
1.1.1  From 1900 B.C. to the Crimean War 
The notion that an individual may experience psychological problems following a 
traumatic experience is not new, with references dating back to 1900 B.C. when Egyptian 
physicians first reported hysterical reactions.  Nearly three thousand years ago Homer’s 
Illiad described flashbacks and survivor’s guilt.  The ancient Greeks reported soldiers 
without physical wounds being inexplicably changed after combat (Herman, 1997).  In 
1597 Shakespeare provided several descriptions of traumatic stress reactions.  The great 
fire of London in the seventeenth century caused survivors to experience the symptoms of 
insomnia, anger, depression, dissociation and intrusive thoughts.  Sometimes females 
exhibiting PTSD symptoms were condemned as witches or presumed to be possessed by 
the devil (Herman, 1997).  During the Napoleonic wars cases of “cerebro-spinal shock” 
evidenced by “tingling, twitching and partial paralysis” were described in soldiers who 
had been close to the flight of a projectile or explosion but who had not suffered a 
physical wound.  The Crimean War saw soldiers admitted for “palpitations” which when 
investigated showed no underlying cardiac pathology, but the incidence of functional 
heart disorders leading to infirmity became a serious cause for concern (Andrews, 
Creamer, Crino, Hunt, Lampe, & Page, 2003; Jones & Wessely, 2005). 
1.1.2  Early Scientific Approaches  
It was not until the 19th-century that the condition was examined from a scientific 
perspective.  The first form of psychological trauma to be recognised and studied was 
hysteria (Huopainen, 2002).  Most physicians believed it to be a disease of women 
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originating in the uterus, hence the name hysteria.  The patriarch of the study was Jean-
Martin Charcot, the 19th-century French neurologist of the Salpetriere hospital who 
believed that men as well as women were victims of hysteria (Pankratz, 2002).  Charcot 
documented the symptoms of hysteria with observation, description and classification, 
and by 1880 had demonstrated that these symptoms were psychological as they could be 
induced and alleviated through hypnosis (Herman, 1997; Pankratz, 2002).  By the mid 
1890’s Pierre Janet in France and Freud in Vienna had arrived independently at the idea 
that hysteria was caused by psychological trauma (Schiraldi, 2000).  Both Janet and 
Freud recognised that the somatic symptoms of hysteria represented distressing events 
which had been removed from memory.  By the mid 1890’s it was found that hysterical 
symptoms could be eased when the traumatic memories and feelings were retrieved and 
put into words (Herman, 1997; Huopainen, 2002).  
1.1.3  The American Civil War and World War I  
The American Civil War of 1861-65 saw large numbers of infantry report sick 
with “cardiac muscular exhaustion” with no organic base (Jones & Wessely, 2005).  
“Irritable heart” or “disordered action of the heart” (DAH) was regularly diagnosed 
during the South African campaign and was more common in the non-combatant 
orderlies of the Royal Army Medical Corps (Jones & Wessely, 2005).  The American 
Civil War and the First World War prompted further reflection on the cause of 
posttrauma reactions (Andrews, et al., 2003; Antony & Barlow, 2002; Merson, 2001).  
Under exposure to the horrors of trench warfare, soldiers began to break down in large 
numbers and many soldiers began to act like the so-called “hysterical woman” (Herman, 
1997).  The English poet Siegfried Sassoon both experienced and observed the “evil hour, 
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now in sweating suffocation of nightmare, in paralysis of limbs, in the stammering of 
dislocated speech...” (p. 23) (Herman, 1997).  World War I mental breakdowns 
represented 40 percent of British battle casualties (Herman, 1997).  The British 
psychologist Charles Myers and Dr Frederick Mott attributed battlefield symptoms to the 
concussive effects of exploding shells that led to microscopic brain haemorrhage and 
called the resulting nervous disorder “shellshock”, even though it became evident that 
“shellshock” could be found in soldiers who had not been exposed to concussion (Jones 
& Wessely, 2005).  Over 80,000 “shellshocked” troops entered British Army hospitals 
with around 20,000 ending up in psychiatric institutions.  Approximately 200,000 
soldiers were removed from active service with a “shellshock” diagnosis (Creamer & 
Forbes, 2003).  Gradually military psychologists came to realise that the symptoms of 
“shellshock” were due to psychological trauma (Antony & Barlow, 2002).   
Still, many saw “shellshock”, “traumatic neurosis” or “nervous shock” as a moral 
failing, cowardice and malingering (Merson, 2001).  It was believed that a normal soldier 
should glory in war and display no sign of emotion.  A supporter of this view was the 
British psychiatrist Lewis Yealland who recommended therapy based on shaming, 
threats, and punishment, and hysterical symptoms treated with electric shocks (Herman, 
1997).  However, other medical authorities sponsored compassionate treatment based on 
psychoanalytic principles (Herman, 1997; Merson, 2001).  Eventually, the psychological 
basis of the syndrome was accepted, with an understanding that terms such as 
“shellshock”, “war neurosis”, and “combat fatigue” all referred to the same phenomenon 
(Antony & Barlow, 2002; Jones & Wessely, 2005).   
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1.1.4  World War Two  
The outbreak of the Second World War saw slightly more recognition of the 
psychological impact of combat on soldiers (Merson, 2001).  It was now understood that 
any soldier could break down and that psychiatric casualties could be predicted in direct 
proportion to the severity of battle exposure (Herman, 1997).  After the war, American 
military psychiatrists construed that 200-240 days in combat would break even the 
strongest soldier (Figley & Nash, 2007).  They concluded that combat imposed such 
pressure on soldiers that “psychiatric casualties were as inevitable as gunshot and 
shrapnel wounds in warfare” (p. 25) (Herman, 1997).  It has been estimated that as many 
as one-third of casualties in World War Two were psychiatric in nature (Aldwin, 2007).  
It has been reported that current PTSD prevalence rates are 18 percent for US combat 
veterans of World War Two and 70 percent for former prisoners of war (Creamer & 
Forbes, 2003).   
1.1.5  The Vietnam War Era 
It was not until after the Vietnam War from 1975 that war-related psychiatric 
morbidity was fully studied (Creamer & Forbes, 2003; Matsakis, 1996).  This was mainly 
the outcome of political pressure from Vietnam veterans’ organisations that resulted in a 
legal mandate for a psychological treatment program within the United States of America 
Veterans’ Administration (Merson, 2001).  Classified as a form of anxiety disorder (no 
longer a neurosis), the American Psychiatric Association (1980), Diagnostic and 
Statistical Manual of Mental Disorders (3
rd ed.) description of PTSD was mainly based 
on literature from studies of war veterans (Barlow, 2001).  The term posttraumatic stress 
disorder was recommended and the diagnostic criteria were defined (Solomon and Dekel, 
  7                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
2007).  The proponents of the diagnosis of PTSD hoped that a formal disorder would 
save sufferers the humiliation of being considered neurotic or cowardly, and would shift 
the emphasis of treatment (Yehuda, 2002).   
The most comprehensive evaluation of the mental health of Vietnam veterans 
came from the National Vietnam Veterans Readjustment Study (Kulka et al., 1990a).  
This United States Vietnam veterans’ study found a lifetime PTSD prevalence of           
31 percent for men and 27 percent for women, with a further 11 percent of men and         
8 percent of women suffering from subclinical PTSD (Friedman, 2004).  These figures 
are important in understanding the chronicity of the disorder (Creamer & Forbes, 2003; 
Elhai, Frueh, Davis, Jacobs, & Hamner, 2003).   
PTSD research continues, but the screening for psychological vulnerability to 
PTSD remains elusive (Jones & Wessely, 2005).  The present study continues the process 
of further research into psychosocial and cognitive factors that may increase vulnerability 
to PTSD.  
1.1.6  Post-Vietnam Deployments and PTSD Prevalence 
Mental health issues, particularly PTSD, continue to be significant both during 
and after recent combat operations, as demonstrated by the following studies.  
A retrospective survey of United States troops deployed to Somalia between 1992 
and 1994 showed an estimated 8 percent prevalence of PTSD (Friedman, 2004).  Further, 
a retrospective cohort study of Gulf war veterans conducted between 1995 and 1997 
showed a prevalence rate of 10.1 percent for PTSD among combat soldiers (Friedman, 
2004).  Additional research by Sutker, Uddo, Brailey, & Allain (1993) found anxiety, 
depression, and PTSD in 16-19 percent of Persian Gulf War troops within the first year of 
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return.  A study by Sutker, Uddo, Brailey, Allain, and Errera (1994) of 24 Army 
Reservists who served war graves registration duty during Operation Desert Storm found 
almost half of the sample had PTSD. 
A study of all Army personnel who completed routine post-deployment health 
assessment between May 2003 and April 2004 on return from deployment to Afghanistan 
(N = 16,318), Iraq (N = 222,620), and other locations (N = 64,967), was held.  The 
prevalence of reporting a mental health problem was 19.1 percent among service 
members from Iraq, 11.3 percent from Afghanistan and 8.5 percent from other locations.  
Twelve to 20 percent of combat soldiers three to four months post-Iraq deployment had 
PTSD (Hoge, Auchterlonie, & Milliken, 2006).  
  A similar study by Erbes, Westermeyer, Engdahl, and Johnsen (2007) into PTSD, 
depression, alcohol abuse, quality of life and mental health service utilization among 
returnees from Operation Enduring Freedom (Afghanistan) and Operation Iraqi Freedom 
found at six months post-return PTSD levels of 12 percent.  It is anticipated that this 
figure may increase, based upon an earlier study that showed that the rates of PTSD 
among Gulf War veterans nearly doubled between the time they returned from war and at 
two-year follow-up (Aldwin, 2007). 
  A Canadian military study of current personnel by Sareen et al. (2007) found 
evidence of a positive association between combat-exposure and mental disorders and 
self-perceived need for treatment.  The United States National Center for Posttraumatic 
Stress Disorder (2007) reported that increased rates of PTSD among current (2007) Iraq 
war veterans are due to the high incidence of exposure to trauma: 94 percent of soldiers 
reported exposure to small-arms fire, 86 percent reported knowing someone who was 
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seriously injured or killed, 68 percent reported seeing dead or seriously injured 
Americans and 51 percent reported handling or uncovering human remains.  The report 
stated that in Iraq there is no safe place and no safe role, with soldiers required to 
maintain an unprecedented degree of vigilance and to respond cautiously to threats. 
  These studies into post-Vietnam conflicts, particularly in Iraq and Afghanistan, 
show that PTSD is a continuing mental health problem for military personnel.   
1.2 PTSD  Diagnostic  Criteria  and Clinical Presentation 
PTSD represents the development of characteristic symptoms from an event 
considered to be outside the range of normal human experience (Aldwin, 2007; Corales, 
2005; Khouzam, Ghafoori, & Hierholzer, 2005).  PTSD is estimated to affect up to          
24 percent of those exposed to traumatic events (Breslau et al., 1998), although PTSD is 
only one of a range of reactions.  Those with PTSD often relive the experience in 
nightmares and flashbacks, have difficulty sleeping and feel detached or estranged and 
these symptoms can mar a person’s daily life (Corales, 2005).  Presentations of 
depression, personality change, adjustment disorders, dissociative disorders, other anxiety 
disorders, substance abuse, and even psychosis are also common (Dalgleish, 2004). 
Although the usual course of chronic PTSD development is the immediate 
experience of acute posttrauma symptoms that persist, delayed-onset PTSD has been 
noted.  For example, Gray, Bolton, and Litz (2004) examined the course of PTSD in a 
longitudinal sample of 1,040 U.S. military Somalia deployment peacekeepers.  Of the 
total sample, 6.5 percent were classified as delayed-onset as they met criteria only at 18 
months after return to the United States compared to measures taken at 15 weeks post-
return, with substantial increases in both the PCL and the Mississippi Scale for Combat 
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Related PTSD over time, even though they were initially similar to the non-PTSD group 
at 15 weeks return to the United States (Gray et al., 2004).  Gray et al. (2004) considered 
alternative explanations for the result such as exaggerated symptom reporting at time 2, 
minimised symptom reporting at time 1, cognitive dissonance, or the impact of additional 
life stressors.    
1.2.1  Exposure to Traumatic Events 
An event or context that is potentially traumatising may be unpredictable, 
uncontrollable, and a severe violation of basic beliefs and expectations about safety, 
physical integrity, trust, and justice (Aldwin, 2007).  Traumatic events may include 
accidents, natural disasters, man-made disasters, military combat, war, motor vehicle 
accidents, violent crime, rape, sexual assault, or any other unusually violent event 
(Bonanno et al., 2007; Simmons & Granvold, 2005; Kessler, Sonnega, Bromet, Hughes, 
& Nelson, 1995).  Psychological distress is part of a normal human response to 
overwhelming experiences, and in most people symptoms ameliorate over the first few 
months.  In fact, PTSD in its more chronic form develops in only a minority of trauma 
survivors (Bonanno et al., 2007; Solomon & Dekel, 2007; Yehuda, 2002).  Even so, 
exposure to traumatising events may place anyone at risk for developing posttraumatic 
adjustment problems.  PTSD can follow a situation in which “the person has experienced, 
witnessed, or was confronted with an event or events that involved actual or threatened 
death or serious injury … to oneself or others” and “the person’s response involved 
intense fear, helplessness or horror” (American Psychiatric Association, Diagnostic and 
statistical manual of mental disorders (4
th ed.) (text revision, 2000).  A person exposed to 
such an event is likely to experience a traumatic stress reaction, which entails activation 
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of the physiological and psychological resources that are designed to mobilise the person 
to respond to the threat.  The reaction may involve a variety of negative affects such as 
dread and horror and intense feelings of vulnerability and loss of control and a sense of 
depersonalisation and derealisation (Antony & Barlow, 2002). 
The lifetime prevalence of PTSD among traumatised individuals is 8 percent in 
men and 20 percent in women, but veterans tend to have higher rates of around 30 
percent (Corales, 2005).  Disparities between the rate of exposure to traumatic events and 
the rate of PTSD development indicate that factors other than exposure are functioning in 
the development of PTSD (Simmons & Granvold, 2005; Zoellner et al., 2000).         
1.2.2 Symptom  Criteria   
The diagnosis of PTSD was developed with the idea that the experience of 
psychologically traumatic events was essentially different from the experience of 
stressful life events (Yehuda, 2002; Solomon & Dekel, 2007), although debate continues 
about the necessary and sufficient symptoms of PTSD and the threshold required for a 
diagnosis (Antony  & Barlow, 2002).  PTSD is the only DSM-IV-TR (2000) condition 
where the occurrence of a stressor is part of the diagnosis (Schiraldi, 2000).   
PTSD symptom criteria fall into three broad categories: re-experiencing 
symptoms, avoidance and numbing symptoms, and physiological arousal (Solomon & 
Mikulincer, 2007).  Following a traumatic event, to meet the criteria for a diagnosis of 
PTSD, a person must present with symptoms from these three clusters (Dalgleish, 2004) 
(see Appendix Q for DSM-IV-TR, 2000 criteria).  Intrusion refers to the penetration into 
consciousness of thoughts, images, feelings and nightmares about the trauma.  Avoidance 
reflects the tendencies of psychic numbing, conscious denial of meaning and 
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consequences of the trauma, behavioural inhibition and “counterphobic activities” related 
to the traumatic event (Solomon & Mikulincer, 2007).  Numbing responses involve 
detachment from others, restricted range of affect, and decreased interest in activities in 
general (Litz, 1992).  Hyperarousal includes symptoms such as sleep disturbance, poor 
concentration, hypervigilance to perceptions of danger, increased irritability and an 
exaggerated startle response (Dalgleish, 2004; DSM-IV-TR, 2000).   
For diagnosis these symptoms must be present for at least one month following 
the trauma with a clinically significant impairment in everyday functioning (Dalgleish, 
2004; DSM-IV-TR, 2000) and are linked to the traumatic event (DSM-IV-TR, 2000; 
Simmons & Granvold, 2005).   
1.2.3 Cognitions and Emotions 
PTSD represents a failure to integrate the traumatic experience with existing 
views of the self and the world, and an inability to get the event out of the trauma 
survivor’s mind (Andrews, et. al., 2003; Yehuda, 2002).  Individuals with PTSD 
selectively process trauma-relevant material and have much difficulty paying attention to 
the present (Field, Norman & Barton, 2008; Solomon and Dekel, 2007; Zoellner et al., 
2000).  One of the most pervasive effects is the challenge people experience to their 
beliefs concerning the meaning and purpose of life with change in views of themselves 
and the world, and this has been referred to as transformation of meaning (Khouzam et 
al., 2005).  Pretrauma conceptualizations of the world as reasonably controllable and 
predictable and the self as reasonably protected may be severely damaged.  The world 
may become interpreted as a meaningless, uncontrollable and unpredictable place in 
which the self is vulnerable to random malevolence (Dalgleish, 2004; Field et al., 2008).  
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An emotional content associated with the disorder can be fear reactions often 
experienced when thinking about or reviewing the trauma.  These reactions are viewed as 
reasonable responses to dwelling on an experience that threatened personal survival.  
Similarly, distress concerning the ongoing effect of symptoms is also considered 
appropriate (Dalgleish, 2004).  Although fear is the dominant emotion in PTSD, sufferers 
are frequently troubled by a range of other strong negative emotions such as anger, guilt, 
shame, disgust and sadness (Dalgleish, 2004; Schiraldi, 2000).     
1.3  Not Everyone Exposed to War-Trauma Develops PTSD 
  There is much evidence for the negative effects of war, but not all outcomes are 
debilitating (Solomon & Mikulincer, 2007).  Even the trauma of fierce military combat 
and the severe stress of prisoner of war (POW) confinement are not necessarily 
associated with the development of psychiatric disorders (Sutker, Davis, Uddo, & Dittta, 
1995).  This is evidenced by findings that subsets of trauma survivors, including combat 
veterans of Vietnam, POW survivors of Vietnam, WWII and the Korean conflict and 
Nazi concentration camp victims appeared to be free of significant psychopathology, 
including PTSD (Aldwin, 2007; Sutker et al., 1995). 
  Sutker et al. (1995) in researching this question studied a sample of Persian Gulf 
War returnees (N = 775) and hypothesized that response to war zone stress varied as a 
function of personal and environmental factors.  They found that a combination of factors 
distinguished PTSD-disordered troops from those who lacked PTSD symptomatology.  
Analysis indicated that PTSD diagnosed troops showed more avoidance, wishful thinking 
and self-blame and less problem-focused coping strategies than those who reported no 
psychological distress, but the subsets did not differ in social support (Sutker et al., 
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1995).  PTSD diagnosed troops produced lower scores on the hardiness dimensions of 
commitment, control and challenge (Sutker et al., 1995).  Sutker et al. (1995) concluded 
that the results were consistent with the notion of a diathesis-stress model of PTSD.  
Stress alone is not sufficient to evoke psychopathology and some individuals were more 
inclined to mental health stability than others.  Because of acquired or inherited 
vulnerabilities or dispositions some susceptible soldiers were possibly at greater risk than 
others for developing PTSD when exposed to war-zone stress (Sutker et al., 1995).  Toxic 
childhood events and maladaptive schemas may have contributed to these vulnerabilities 
(Bamber & McMahon, 2008; Young, 1994), although PTSD may have influenced 
responses.       
1.4  Biological Findings in PTSD 
PTSD is associated with a number of distinctive neurobiological and 
physiological changes (Corales, 2005; Monaghan, 2007).  Biological factors may play a 
mediating role in determining who develops PTSD after a traumatic event and who does 
not (Creamer & Forbes, 2003).  According to Yehuda (2002), the symptoms of PTSD can 
be conceptualised as resulting from a cascade of biological and psychological responses 
following the activation of fear and other brain systems.  In particular, PTSD seems to be 
closely related to biological systems involved in adversity (Pole, 2007).  For example, 
levels of the stress hormone cortisol were reported to be lower than normal in trauma 
survivors with PTSD, but this pattern was not uniformly observed in studies of PTSD 
(Miller, Chen, & Zhou, 2007).  More research is needed on how biology and experience 
interact, possibly mediated by psychological and social processes, to produce PTSD 
(Nash & Baker, 2007).  
  15                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
1.5 Comorbid  Conditions 
When epidemiologists identify PTSD as the primary disorder they find a very 
high prevalence of additional Axis I and Axis II disorders (Antony & Barlow, 2002; 
Monaghan, 2007).  PTSD is complicated by the fact that it frequently occurs in 
conjunction with these disorders, including depression, substance abuse, problems of 
memory and cognition, other problems of physical and mental health, and changes in 
personality (Creamer & Forbes, 2003; Schiraldi, 2000).  PTSD is also associated with 
impairment of an individual’s ability to function in social or family life, including 
occupational instability and marital problems (Corales, 2005).  Green, Lindy, Grace, & 
Leonard (1992) found that, in community and combat veteran samples of individuals with 
PTSD, approximately 95 percent of those with PTSD had at least one other Axis I 
disorder.  The National Vietnam Veterans Readjustment Study (Kulka et al., 1990b) also 
identified high rates of other psychiatric disorders in the veteran sample (Elhai et al., 
2003).  For example, around 40 percent of the sample met criteria for alcohol abuse or 
dependence, 17 percent for depression, and 16 percent for another anxiety disorder.  
These veterans also had significantly higher lifetime rates of dysthymia, obsessive-
compulsive disorder and anti-social personality disorder than their civilian control group 
(Creamer & Forbes, 2003; Elhai et al., 2003). 
1.5.1  Australian Veteran Health Studies  
The Australian Vietnam veterans study by O’Toole, Marshall, Shureck, and 
Dobson (1999) found a lifetime rate for alcohol abuse or dependence at 41 percent, 
depression at 25 percent and other anxiety disorders at 13 percent (Creamer & Forbes, 
2003).  The Korean War veterans mortality study of 2003 found that, in comparison with 
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the general population, Australian veterans had a higher mortality from suicide (up by 
31%), alcoholic liver disease (up by 36%) and other selected causes (Department of 
Veteran Affairs, 2003).  The Korean War health study of 2005 found similar poor health 
with 33 percent of participants having PTSD, 31 percent having anxiety, and 24 percent 
with depression (Sim, Ikin, & McKenzie, 2005).  The Department of Veterans’ Affairs  
Vietnam veterans’ health study of 1998 of 40,000 (from 59,036) self-selected male 
Australian military veterans found that in comparison to the Australian male population 
veterans had a higher mortality from suicide and from all cancers combined.  The 
proportion reporting only fair or poor health was 50%; depression, 45%; anxiety 
disorders, 41%; PTSD, 31%; panic attacks, 30%; and diagnosed with cancer, 25% 
(Department of Veteran Affairs, 1998).   
1.6  Theoretical Models of PTSD 
Many models of traumatic stress have emerged to explain the genesis and 
maintenance of psychological symptoms following a traumatic experience (Lauterbach & 
Vrana, 2001).  Some of the classical and operant conditioning, cognitive, and cognitive 
and behavioural models will be outlined. 
Classical conditioning was used to explain the high levels of distress and fear 
observed in trauma survivors.  This behavioural conception of PTSD was based on 
Mowrer’s (1960) two-factor theory of anxiety.  According to this model, anxiety and 
other emotions experienced during a traumatic event becomes linked in the patient’s 
mind to sights, sounds, and other sensations that occur during the event.  These then 
become cues that evoke anxiety when experienced later.  The range of cues that can elicit 
anxiety may increase over time due to generalisation and higher-order conditioning 
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(McAllister, McAllister, Scoles, & Hampton, 1986).  The second part of the two-factor 
theory involves avoidance.  Cues that remind the person of the event evoke anxiety and 
are therefore avoided.  The subsequent reduction in anxiety serves as a reward that 
increases the likelihood of future avoidance (Zhuikov, Couvillon, & Bitterman, 1994).  
This form of operant conditioning may explain the development of PTSD avoidance 
symptoms and the maintenance of fear over time, despite the fact that the traumatic 
stressor does not recur.  However, this learning theory does not explain intrusion 
symptoms (McAllister et al., 1986; Zhuikov et al., 1994).  
Cognitive models of PTSD recognise the central role of cognitive processes in 
defining, mediating, and maintaining post-traumatic symptomatology (Mueser et al., 
2007).  The cognitive model suggests that individuals have pre-existing cognitive beliefs 
or schemas about themselves, the world, and others, and problems in reconciling these 
with the trauma may facilitate PTSD symptomatology such as avoidance and                           
re-experiencing (Gray et al., 2007).  According to Ehlers and Clark (2000), PTSD 
emerges due to the development of a fear network in memory that elicits escape and 
avoidance behaviour.  Two components contribute to a sense of serious current threat; the 
cognitive process of appraisal and the underlying traumatic memories (Dalgleish, 2004).  
The processes that can lead to this sense of threat are disproportionate negative appraisals 
of the trauma or sequelae and disturbances in autobiographical memory.  Anything 
associated with the trauma may elicit the fear structure or schema and subsequent 
avoidance behaviour (Ehlers & Clark, 2000).  When this network is activated by 
reminders of the trauma, the information in the network enters consciousness as intrusive 
symptoms, and attempts to avoid this activation result in avoidance symptoms (Antony & 
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Barlow, 2002).  Foa and Rothbaum (1998) proposed that the cognitions that may play a 
role in PTSD development are “the world is extremely dangerous” and “the self is totally 
incompetent”.   A similar model by Foa & Riggs (1994) argued that immediately 
following a trauma, the trauma memory is very disorganised (Dalgleish, 2004), and this 
may facilitate biased information processing leading to schemas of personal 
ineffectiveness with maladaptive responses that play a role in PTSD development (Gray 
et al., 2007).  Dalgleish (2004) claimed that emphasis on the appraisal process provides a 
context for cognitive therapy treatment. 
Intrusion phenomena have been conceptualised as spontaneous attempts to 
integrate the traumatic event.  New information is processed to bring up to date the inner 
schemata of the self and the world (Herman, 1997).  Horowitz (1997) postulated that 
processing is driven by a “completion principle”, the tendency for new information to be 
integrated with pre-trauma beliefs.  A repeating process or conflict between defence 
mechanisms and the so-called completion tendency is believed to keep the trauma 
information in active memory until resolved (Gray et al., 2007).  The trauma is resolved 
only when a new mental schema is developed for understanding what has happened 
(Herman, 1997).  However, there is little evidence of the theory in chronic PTSD studies 
(Gray et al., 2007).  
According to Stickgold (2002), PTSD is a consequence of failed memory 
processing characterised, in part, by the intrusion of specific episodic memories 
(hippocampus, medial temporal lobe) of traumatic events that fail to integrate into 
semantic memory (neocortex).  The breakdown of this normal process of memory 
transfer and integration leads to ongoing preservation of the traumatic episodic memory 
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and its affect (intrusions).  Consequences of this are thought to be minimised by 
avoidance of stimuli that would reactivate memory (avoidance) or by blocking emotional 
responses to stimuli (numbing) (Stickgold, 2002).   
A dual representation theory suggests that sensory input is subjected to both 
conscious and non-conscious processing.  The memories that are conscious (sensory, 
emotional, and physical reactions information, and personal meaning information) can be 
deliberately retrieved, while non-conscious memories (sensory, physiological, and 
motoric information) are experienced only as intrusions accompanied by physiological 
arousal (Barlow, 2001; Antony & Barlow, 2002; Barlow & Durand, 2002).   
According to the cognitive-behavioural perspective, as a result of the peri-
traumatic response, a wide variety of internal and external cues are capable of triggering 
trauma memory activation, and the resulting hyperactivity occurs because of the strength 
and variety of conditioned stimuli and the broad nature of memory (Antony & Barlow, 
2002).  The emotional responses triggered during memory activation serve to activate 
escape and avoidance behaviour, which can be negatively reinforcing.  The cognitive-
behavioural model maintains that this defensive behaviour becomes routine and over-
learned and impedes the required emotional processing of trauma memory (Antony & 
Barlow, 2002).     
1.7  Risk Factors in Combat Veterans 
A number of factors appear to determine the course, severity and nature of post-
trauma psychological reactions.  These are usually divided into pre-trauma, trauma, and 
post-trauma factors (Ali, Dunmore, Clark, & Ehlers, 2002; Australian Centre for 
Posttraumatic Mental Health, 2007; Creamer & Forbes, 2003; Dalgleish, 2004).  
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Although the severity of the trauma, such as combat exposure, remains a central 
component of its aetiology, it is reasonable to assume that the potential impact of other 
risk factors varies according to the severity of the stressor (Koenen et al., 2003). 
1.7.1 Pre-trauma  Factors 
Studies have identified a number of pre-trauma risk or predisposition factors for 
PTSD (Brewin, Andrews, & Valentine, 2000; Yehuda & McFarlane, 1995).  First, several 
studies have indicated that a pre-trauma personal psychiatric history predicts more severe 
posttraumatic reactions (Bremner, Southwick, Johnson, Yehuda, & Charney, 1993; 
Dalgleish, 2004).  Second, a family psychiatric history is also a significant risk factor 
(Bremner et al., 1993; Brent et al., 1995).  Finally, previous exposure to trauma, 
particularly childhood abuse, appears to enhance vulnerability to developing 
posttraumatic emotional difficulties (Andrews et al., 2000; Bremner et al., 1993; Breslau, 
Chilcoat, Kessler, & Davis, 1999; King et al., 1996; Koenen et al., 2003; Kulka et al., 
1990a).  Barlow & Durand (2002) reported that family instability is one factor that may 
instil a sense that the world is an uncontrollable, potentially dangerous place, so 
individuals from unstable families are at risk for developing PTSD if they experience 
trauma.  The King et al. (1996) study into pre-war factors in PTSD found that family 
instability involving some degree of domestic violence in the home where the veteran as 
a child had observed parents hit one another, severe punishment where the veteran had 
been excessively hit as a child, and where the veteran as a child had a poor relationship 
with his or her father, had strong associations with PTSD.   Zaidi & Foy (1994) reported 
that 45 percent of a sample of Vietnam veterans with PTSD claimed to have received 
severe physical abuse during childhood.  It is postulated that individuals abused in 
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childhood may have acquired characteristic methods of coping with stressful experiences, 
such as emotional numbing, which may make them more susceptible to subsequent 
trauma such as combat stress (Bremner et al., 1993).  A similar study into the 
psychosocial adjustment of Australian Vietnam veteran inpatients by Streimer, Cosstick 
and Tennant (1985) found the early developmental environment often included poor 
parent-child relationships, high rates of parental separation and family histories 
dominated by parental alcohol abuse.  
The literature on risk factors for lifetime PTSD has been summarized in a meta-
analysis by Brewin, Andrews, and Valentine (2000), who found that family psychiatric 
history, personal psychiatric history, and childhood abuse most consistently predict 
PTSD, regardless of the population studied or the methods used (Bonanno et al., 2007).    
The greater the vulnerability the more likely an individual is to develop PTSD 
(Ford & Kidd, 1998; Koenen et al., 2003).  A family history of anxiety suggests a 
generalised biological vulnerability for PTSD.  It has been reported that given the same 
amount of combat exposure and one twin with PTSD, a monozygotic (identical) twin was 
more likely to develop PTSD than a dizygotic twin.  The correlation of symptoms in 
identical twins was between .28 and .41, whereas for fraternal twins it was between .11 
and .24, which suggests some genetic influence in the development of PTSD (Barlow & 
Durand, 2002).  A longitudinal study by Storr, Ialongo, Anthony and Breslau (2007) that 
followed 1,698 first grade public school children into young adulthood (mean age = 21) 
found that high levels of depressive and anxious problems at the start of first grade were 
shown to predict an increased risk for PTSD following exposure to traumatic events.  
Storr et al.concluded that their findings provided firm support for previous results from 
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retrospective data on Vietnam veterans and civilian samples of adults where childhood 
behaviour and depressive or anxious problems may influence the risk for PTSD directly 
by increasing the vulnerability to the PTSD effects of traumatic exposure (Storr et al., 
2007).   
The role of pre-trauma variables was first viewed in terms of the “stress 
evaporation” verses the “residual stress” hypothesis.  According to the former, the 
negative impact of the precipitating event dissipates over time, and any persistence is 
ascribed to pre-existing conditions (Solomon & Mikulincer, 2007).  This hypothesis has 
diminished in significance given the evidence supporting a war zone effect.  In contrast, 
the residual stress proposition minimised the influence of pre-existing conditions, with 
post-trauma dysfunction being a consequence of the traumatic event itself (King et al., 
1996).   
According to Foy, Resnick, Sipprelle, and Carroll (1987), between these two 
opposing positions is the “stress vulnerability” position, which holds that pre-trauma 
characteristics make an individual more susceptible to the effects of a traumatic 
experience.  The relationship between the predisposing factor and PTSD depends on the 
level of trauma.  Under high stress, individuals are prone to negative outcomes, 
regardless of their personal characteristics or previous experiences; under low stress, 
those with background vulnerability are more at risk (King, et. al., 1996).  Studies by 
Bremner et al. (1993) and Green et al. (1990) support the “stress vulnerability” position 
as it was found that the relationship between veterans’ pre-war variables and PTSD 
depended on a war zone exposure factor.  Likewise, Foy et al. (1987) discovered in a 
study of United States Vietnam prisoners of war that at very high levels of trauma 
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vulnerabilities did not matter as much because most will develop PTSD (67%).  
However, at lower levels of stress or trauma, vulnerabilities mattered in determining 
whether the disorder will develop (Barlow & Durand, 2002).   
Although adversity may lead to poorer outcomes including diathesis-stress 
vulnerability to PTSD, in some cases protective factors may buffer the adversity’s 
negative effects (Aldwin, 2007; Bonanno et al., 2007; Grossman, Sorsoli, & Kia-Keating, 
2006; Juffer & van Ijzendoorn, 2007).  For example, some children manage adverse 
events by developing effective coping strategies that may render future stress less 
distressing with mastery orientation likelihood (Saunders, Driskell, Johnston, & Salas, 
1996).  However, over or under exposure to adverse events can lead to low resilience 
(Chorpita & Barlow, 1998).   
In summary, past trauma history, adverse childhood and parenting experiences, 
and past psychiatric history are likely risk factors for PTSD in veterans, with the level of 
war trauma being significant (Dalgleish, 2004; Koenen et al., 2003). However, childhood 
adversity can also promote resilience in some individuals.   
1.8 Peri-trauma  Factors 
Event trauma factors fall into two broad classes: event severity and factors that 
represent the way in which the event was interpreted at the time (Dalgleish, 2004).  Under 
the umbrella of event severity, bereavement seems related to more severe and chronic 
disturbance (Breslau et al., 1998).  However, exposure variables, such as severe personal 
injury, perceived life threat, longer duration, intensity, complexity, and exposure to the 
suffering of others may also adversely influence the course of symptomatology (Creamer 
& Forbes, 2003; Dalgleish, 2004; Koenen et al., 2003; Solomon and Dekel, 2007).  
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Consequently, the type of trauma experienced is also related to the risk of developing 
PTSD, with the highest risk being associated with assault, violence and involvement in 
atrocities (Breslau et al., 1998; Koenen et al., 2003).  Fontana and Rosenheck (1993) 
found in 381 United States treatment-seeking Vietnam veterans with PTSD that war-zone 
experiences were the variables that contributed most strongly to the development of both 
PTSD and general psychiatric symptoms, whereas combat exposure contributed directly 
to PTSD symptoms but not to general psychiatric symptoms.  The research into special-
forces Vietnam veterans found that being wounded, being wounded after return from rest 
and relaxation, having friends missing in action, feeling guilt over the death of a friend 
and lack of emotional preparation to leave the unit were risks associated with symptoms 
of PTSD (Chemtob et al., 1990).  An Australian study found that being wounded was not 
related to lifetime or current PTSD (O’Toole et al., 1999). 
PTSD risk factor research indicates that subjective experience during traumatic 
events such as dissociation, “mental confusion” and “mental defeat” plays a significant 
role in differentiating between those who develop PTSD and those who do not (Brewin et 
al., 2000; Dalgleish, 2004; Simmons & Granvold, 2005).  This psychological breakdown 
on the battlefield is also known as combat stress reaction (Figley & Nash, 2007).  A 
twenty year longitudinal study of two groups of male veterans with and without 
antecedent combat stress reaction showed that combat stress reaction casualties had 
significantly more PTSD symptoms and social dysfunction (Solomon & Mikulincer, 
2007).  In support, O’Toole et al. (1999) found that peri-traumatic dissociation was 
related to lifetime or current PTSD.  By way of illustration, Australian conscript soldier 
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Barry Heard (2007), who post Vietnam War suffered severe PTSD, wrote the following 
describing his dissociation experiences during a battle: 
Grenades were being thrown from both sides, and it was chaotic.  From what little 
I could see, we were pinned down under fire, in a defenceless position, and the 
enemy had the upper hand.  I lay there for what seemed ages ... Time seemed to 
be warped.  There were scenes that were vivid and clear that lasted ages, and then 
a gap of ‘I don’t know what.’  My God, wherever I went were wounded or killed.  
I couldn’t comprehend the number, there were so many.  There were blokes I 
knew (p. 161).  
A study by King, King, Gudanowski, & Vreven (1995), supported in a subsequent 
study by Lauterbach and Vrana (2001), found that perception of threat was a stronger 
predictor of PTSD than the intensity of combat.  A broad concept of harsh or malevolent 
environment (e.g., the jungles of Vietnam) has also been demonstrated as a predictor 
(Creamer & Forbes, 2003; Herman, 1997; King et al., 1995; Matsakis, 1996).  The 
prevalence of specialised, well hidden booby traps, often aimed directly at castration or 
dismemberment, is a major reason why permanently disabling wounds were sustained at 
a far greater rate in Vietnam than in previous wars (Matsakis, 1996), contributing to a 
high perception of threat.  The percentage of Vietnam veterans who suffer from 
amputations or crippling wounds to the lower extremities is 300 percent higher than in 
World War II and 70 percent higher than in Korea.  Multiple amputations occurred at the 
rate of 18.4 percent of all amputations compared to 5.7 percent in World War II 
(Matsakis, 1996).     
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Studies of military veterans seem to indicate age as a significant risk factor for 
PTSD development.  Green et al. (1990) reported that younger age at time of military 
service in Vietnam was a significant predictor of combat-related PTSD more than 10 
years after the war.  A study of 1,632 Vietnam veterans from the United States National 
Vietnam Veterans Readjustment Study by King et al. (1996) found that male veterans who 
entered the war at a younger age displayed more PTSD symptoms than those who were 
older at time of war service.  A later Israeli study by Solomon and Dekel (2007) found 
the variables that contributed to the prediction of PTSD among ex-prisoners of war and 
combat veterans were age and initial PTSD distress level.  They concluded that the 
finding on age is consistent with other studies, which indicated that the younger the 
person is at the time of exposure to a traumatic event the greater likelihood of developing 
PTSD later in life. This finding may be attributed either to young people’s lack of life 
experience and coping resources or to the impressionability of youth (Solomon & Dekel, 
2007).  
Civilian general population survey age results are more problematic.  Data from 
the civilian United States National Co-morbidity Survey (N = 5,877), in which age at 
time of exposure to trauma was used, found only among women controls that younger 
age was a significant predictor of PTSD (Bromet, Sonnega, & Kessler, 1998).  A civilian 
lifetime history of traumatic events study of 2,181 individuals in southeast Michigan, 
interviewed by telephone, found no evidence that age at the index trauma influenced risk 
of PTSD (Breslau, Chilcoat, Kessler, & Davis, 1999).   
Although the literature indicated that the intensity, degree of life threat, and other 
characteristics of the trauma and the person’s peri-traumatic response are considered the 
  27                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
best predictors of posttraumatic pathology, these variables accounted for only 
approximately 30 percent of the variance in outcome in most multivariate studies 
(Antony & Barlow, 2002).  This low variance in outcome suggests that other factors or 
variables are involved. 
1.8.1  Unique Vietnam War Stressors 
Between 1962 and 1971, 72 million litres of herbicide was sprayed on South 
Vietnam, including 2 million litres on the Australian and New Zealand operational 
province of Phouc Tuy.  Most Australian and New Zealand troops were exposed to 
dioxin-containing defoliants.  The soldiers were also directly exposed to insecticides such 
as DDT, malathion (an organophosphate insecticide that affects the central nervous 
system), and dieldren applied in, on and around the Australian and New Zealand bases of  
Nui Dat and Vung Tau (Ham, 2007).  During and post-war, a rising number of veterans 
complained of severe medical and mental problems, and some blamed chemical 
poisoning in Vietnam (Ham, 2007).  In 1998 the Morbidity of Vietnam Veterans: A Study 
of the Health of Australia’s Vietnam Veterans was published by the Australian 
Department of Veterans’ Affairs with findings that 25 percent of veterans had cancer, 30 
percent had mental problems including PTSD, and 27 percent had children with a major 
illness.  Depression was 20 times the community rate (Ham, 2007).  
It has been reported that stress levels in Vietnam were up to 200 times greater 
than stress levels in World War II (Ham, 2007).  In Vietnam, no bases were secure from 
enemy attack.  The principal Australian and New Zealand base of Nui Dat was located in 
the middle of the province away from main population centres, but close to the Viet Cong 
major bases and operating areas (Palazzo, 2006).  In Vietnam, servicemen lived, 
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patrolled, or flew helicopters or light aircraft for months in combat zones, far longer than 
in previous wars, and experienced the intense psychological strain of fighting an invisible 
enemy in jungles, rubber plantations, and villages.  In addition, mines and booby traps 
were a constant concern with high stress resulting from the unpredictable nature of attack 
(Brewin et al., 2000; Creamer & Forbes, 2003; Dalgleish, 2004; Ham, 2007; Herman, 
1997; Matsakis, 1996; Palazzo, 2006; Simmons & Granvold, 2005).   
Vietnam War servicemen were trained to have a greater willingness to shoot to 
kill.  In World War II, 15 to 20 percent of riflemen fired their weapons at the enemy.  
This rose to 55 percent of soldiers in the Korean War, and to 90 percent of soldiers in 
Vietnam due to advanced training that overcame the soldier’s natural reluctance to kill, at 
psychological cost (Ham, 2007).  Grossman (1995) suggested that all humans may have 
an instinctive aversion to killing other humans, and the act of killing can be a significant 
traumatic stressor for many soldiers.   
1.9 Post-trauma  Factors 
Post-trauma factors may moderate the development of the disorder and facilitate 
the recovery process.  Research has suggested that good social support and stress 
management skills may assist recovery from trauma (Creamer & Forbes, 2003; Koenen et 
al., 2003).  However, the process of integrating the traumatic situation into the 
individual’s schematic structure can be impeded by events following the traumatic 
experience (Simmons & Granvold, 2005).  For example, a major factor that has been 
associated with poorer outcome is negative homecoming experiences such as the nature 
of the support the veteran received (Green et al., 1990; Simmons & Granvold, 2005).  
The soldiers returned home to a deeply hostile reception, and this lack of social support 
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may have contributed to the higher than expected levels of mental illness (Bonanno et al., 
2007; Brewin et al., 2000; Davidson, Hughes, Blazer, & George, 1991; Jones & Wessely, 
2005; Simmons & Granvold, 2005; Stretch, 1991).  Large numbers of Vietnam veterans 
felt alienated and disturbed by traumatic wartime experiences and were unable to 
integrate into civilian life given the social climate hostile to the war and to them (Jones & 
Wessely, 2005).  Those with more supportive relationships recovered more quickly and 
evidenced fewer symptoms than did veterans without supportive relationships (Brewin et 
al., 2000).  This is supported in a study by Koenen et al. (2003) where findings indicated 
recovery from PTSD was significantly influenced by perceived social support and the 
absence of additional life stressors. 
However, according to the Green et al. (1990) study, support at homecoming also 
depended on a soldier’s war experience which seemed to influence the veteran’s 
openness to interact with others, possibly reflecting the alienation or detachment that is 
part of PTSD.  This view is supported by the Chemtob et al. (1990) special-forces 
veterans’ study that found a failure by veterans to discuss feelings on return from 
Vietnam was associated with strong PTSD symptoms.  Soldiers who had more extreme 
war experiences were less likely to talk about their experiences with friends, had fewer 
current social supports and had more negative post-war events (Green et al., 1990).   
Therefore, it is possible that social and cultural factors may play a major role in 
the development of PTSD (Bonanno et al., 2007; Green et al., 1990; Koenen et al., 2003; 
Simmons & Granvold, 2005).  In previous wars, returned soldiers were seen as heroes 
who killed as part of their duty and this, in part, absolved guilt felt for killing.  But social 
absolution was denied to Vietnam veterans (Matsakis, 1996).  As recorded by Paul Ham 
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(2007), “A unique aspect of the Vietnam War is the collective cruelty of a nation that 
ordered, with the threat of a two-year jail term, a 20-year-old lad to go to war – then 
damned him for going” (p. 277).   
1.10  Summary of Pre-trauma, Peri-trauma, and Post-trauma Factors 
The pre-trauma, peri-trauma, and post-trauma findings underscore the enduring 
potency of highly stressful war-zone experiences and the value of good social support 
post-war (Bonanno et al., 2007), but they also indicate that pre-war factors need to be 
considered in attempting to understand the symptomatology exhibited by Vietnam 
veterans.   
1.11 Maladaptive  Schemas 
Cognitive schemas are considered to have a key role in the development and 
maintenance of psychological disorders as well as in their recurrence and relapse, and so 
an understanding of schemas may help to explain vulnerability to psychopathology, 
including PTSD (Bamber & McMahon, 2008; Wells, 1997).  This section will explore the 
origin and development of schemas.   
Beck (1976) considered that maladaptive schemas reflect deeply rooted patterns 
of distorted thinking about the world, oneself and one’s relationship with others (Muris, 
2006).  Schemas are considered to be highly generalised, resistant to change and exert a 
strong influence over cognition and affect, and this influence is exerted through 
information processing at the unconscious level (Riso & McBride, 2007).      
Cognitive theory divides cognition into three different levels; automatic thoughts, 
intermediate beliefs and cognitive schemas (Riso & McBride, 2007).  Automatic thoughts 
are usually negatively distorted but readily accessible and occur spontaneously in 
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response to specific situations.  For example, “I’m going to fail this interview,” or “she’s 
going to think I’m useless.”  Intermediate level beliefs are in the form of “if ... then” 
rules.  For example, “If I go along with them, then they will like me.”  At the deepest 
level are cognitive schemas, and negative automatic thoughts and intermediate beliefs are 
largely shaped by these underlying schemas (Riso & McBride, 2007; Young et al., 2003).     
In general terms, a schema can be defined as a structure, framework, theme, or 
pattern of cognitive content (Whisman & Uebelacker, 2007).  Therefore, a schema can be 
thought of as a blueprint imposed on experience to help individuals explain it, to mediate 
perception, and to guide responses (Young, 1990, 1999; Young et al., 2003).  Schemas 
are thought to develop during childhood in the interpersonal context of a person’s 
primary relationships, and reflect patterns of meaning derived from those experiences 
(Welburn, Coristine, Dagg, & Pontefract, 2000).  Maladaptive schemas are usually 
operationalised by self-report questionnaires that concentrate on the content of cognitions 
(Whisman & Uebelacker, 2007).   
The existence of schemas obviates the need to mentally reinvent the wheel with 
each new experience, so incoming information can be compared and filtered (Dalgleish, 
2004).  Schemas act as screening templates to determine what is processed, and thereby 
distort and bias the understanding of information (McBride, Farvolden, & Swallow, 
2007; Young, 1990).  Research indicates that information processing is biased in favour 
of maintaining the status quo with respect to schema content.  For example, according to 
Young et al. (2003), people are relatively better at remembering schema-consistent 
information, tend to make errors in a schema-consistent pattern, and interpret new 
information so as to support pre-existing schemas.  As a result, schematic knowledge is 
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very resistant to change, and change usually takes place slowly.  The concepts of 
assimilation and accommodation are used to describe schematic change.  New 
experiences or information significantly inconsistent with schematic representations are 
disruptive and lead schemas to either assimilate or become changed by them 
(accommodation) (Dalgleish, 2004).   
1.12  Attachment and the Origins of Maladaptive Schemas 
Attachment theory, developed by John Bowlby (1977, 1980, 1982) has influenced 
schema theory (Young et al., 2003).  Bowlby (1982) defined attachment as “the 
propensity of human beings to make strong affectionate bonds to particular others” with 
the breakdown of these bonds “explaining the many forms of emotional distress and 
personality disturbance, including anger, anxiety, depression, and emotional detachment”.  
This view is supported by the findings of Bromet et al. (1998), who noted that adversity 
in the childhood environment is often associated with inadequate development of bonding 
with parents.  In turn, this disruption in attachment can affect adult mental health by 
increasing vulnerability to stress, mood disorders, and perhaps PTSD after exposure to 
extreme events.   
 Jacobs (1999) described the evolutionary function of attachment and postulated that 
attachment behaviours functioned as protection against predators by facilitating a 
relationship to parents and membership in social groups (Jacobs, 1999).  In addition, 
attachment behaviour stimulated by isolation is usually accompanied by strong feelings 
of alarm, anxiety, anger, loneliness and insecurity (Hammen et al., 1995).  Jacobs (1999) 
concluded that early experiences with caregivers combined with an individual’s 
temperament contribute to the development of attachment styles that persist into 
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adulthood (Jacobs, 1999).  In this regard Bowlby (1982) suggested that sensitive, 
responsive caregiving acts as a “secure base” that provides children with confidence, and 
results in positive models of self and others.  In contrast, Bowlby (1982) linked 
inconsistent caregiving with anxiety, anger, rejection, premature self-reliance and 
vulnerability (Platts, Tyson, & Mason, 2002).   
1.13  The Early Parent-Child Relationship and Schema Development 
 
A positive parent-child relationship is considered one of the most important 
determinants of healthy cognitive, emotional and social development (Ritcher-Appelt, 
Schimmelmann, & Tiefensee, 2004), and parental emotional warmth seems to be the 
factor that protects most against the development of dysfunctional working models of self 
and others (Andersson & Perris, 2000; Bromet et al., 1998).  Conversely, a theory that 
has long underpinned aetiological formulations is that negative parental behaviours and 
attitudes dispose a child to psychiatric disorders and to dysfunctional interactions in 
adulthood (Bowlby, 1982; Parker, Roussos, et al., 1997).   
Furthermore, Riso, Maddux, & Turinin-Santorelli, (2007) maintain that early 
critical or invalidating environments, or emotional coldness and low levels of warmth, 
impact on maladaptive schema development.   According to Young et al. (2003), 
maladaptive schemas result from unmet core emotional needs in childhood.  Even so, it is 
claimed there is insufficient theory in the literature to account for this childhood and 
schema relationship process, or how different types of developmental experiences lead to 
certain schemas (Riso et al., 2007).  However, studies do suggest that early adverse 
experiences may lead to maladaptive schema development to mediate psychopathology 
(Riso et al., 2007).  For example, results of a study of 76 women with major depression 
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suggested that adverse experiences in childhood set up vulnerabilities to anxiety co-
morbidity in adulthood, and that sexual abuse was significantly associated with co-
morbid anxiety disorders and posttraumatic stress disorder (Harkness & Wildes, 2002).  
This study suggested that unpredictable and uncontrollable experiences may lead to core 
beliefs or maladaptive schemas that the world is a dangerous place and that the self is 
helpless and these beliefs may then mediate the development of anxiety disorders such as 
PTSD (Harkness & Wildes, 2002).   
In summary, childhood adversity or a negative parent-child relationship may 
foster an aetiological pathway for the development of maladaptive schemas, 
predisposition to psychiatric disorders, and to concomitant dysfunction.   
1.13.1  Early Maladaptive Schema Development 
In line with attachment theory Young (1999) postulated five core emotional needs for 
human beings: 
1.  Secure attachments to others (includes safety, stability, nurturance, and 
acceptance)  
2.  Autonomy, competence, and sense of identity  
3.  Freedom to express valid needs and emotions  
4.  Spontaneity and play, and  
5.  Realistic limits and self-control. 
 
These are considered universal; a psychologically healthy individual is one who can 
adaptively meet these core emotional needs.  Early maladaptive schemas may result from 
a frustration of these basic needs by interaction between the child’s innate temperament 
and dysfunctional experiences with parents, siblings, and peers during the first few years 
of life (Hoffart et al., 2005; Torres, 2002).   
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“…rather than resulting from isolated traumatic events, most schemas are 
probably caused by ongoing patterns of everyday noxious experiences with family 
members and peers, which cumulatively strengthen the schema” (Young, 1999). 
   It was suggested by Warburton and McIlwain (2005) that childhood adversity 
tends to cluster.  That is, certain maladaptive information processing biases may have a 
common origin in noxious and traumatic experiences in early childhood that may cluster 
together.  This means that the experiences that created one type of maladaptive bias may 
create a number of them (Warburton & McIlwain, 2005).       
Young et al. (2003) claimed to have observed four types of early life experiences 
that foster the acquisition of schemas.  The first is toxic frustration of needs when the 
child experiences too little stability, understanding, and love.  The second type is 
traumatisation or victimisation where the child is harmed or victimised.  In the third type 
the child is not mistreated but experiences too much of something that, in moderation, is 
healthy, so the child’s core emotional needs for autonomy or realistic limits are not met.  
The fourth type is selective internalisation where the child selectively identifies with and 
internalises the parent’s thoughts, feelings, experiences, and behaviours (Young, 1990, 
1999; Young et al., 2003).  According to Hoffart et al. (2005), one way to test this 
hypothesized relationship between early maladaptive schemas and childhood experiences 
is to relate the Young Schema Questionnaire (Young & Brown, 2003) to measures of 
attachment and parental bonding.   
    Once formed, schemas are self-maintained by the magnification of information that 
is consistent with the schema and through minimization or negation of information that is 
inconsistent with it (Lee, Taylor, & Dunn et al., 1999).  An early maladaptive schema 
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may also be maintained by behavioural processes where the individual frequently avoids 
actions that would subject the schema to empirical testing, thereby reinforcing the 
validity of the schema (Lee et al., 1999; Young, 1994).   
In summary, Young et al. (2003) defines an early maladaptive schema as: 
•  A broad, pervasive theme or pattern 
•  comprised of memories, emotions, cognitions, and bodily sensations 
•  regarding oneself and one’s relationship with others 
•  developed during childhood or adolescence 
•  elaborated throughout one’s lifetime, and 
•  dysfunctional to a significant degree. 
1.14  Schema Domains and Early Maladaptive Schemas 
Young (1990) considered that the early maladaptive schemas are partly 
independent, but cluster together in five higher-order themes (Hoffart et al., 2005) of 
unmet emotional needs designated schema domains (Young et al., 2003).   
1.14.1  Domain 1: Disconnection and Rejection (5 Schemas) 
Individuals with schemas in this domain are unable to form sound and fulfilling 
attachments to others.  They believe that their needs for stability, safety, nurturance, and 
belonging will not be met.  Typical families of origin are cold (Emotional Deprivation), 
unstable (Abandonment), abusive (Mistrust/Abuse), rejecting (Defectiveness/Shame), or 
isolated from the outside world (Social Isolation) (Young et al., 2003).  
The Emotional Deprivation schema (9 items on the Young Schema Questionnaire 
L3; Young & Brown, 2003) is the expectation that one’s desire for emotional connection 
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will not be adequately fulfilled.  “In general, people have not been there to give me 
warmth, holding, and affection.” 
The Abandonment schema (17 items) is the perceived instability of one’s 
connection to significant others.  Individuals with this schema have the sense that 
important people in their life will not continue to be there because they are emotionally 
unpredictable, they are only present erratically, they will die, or they will leave the 
individual for someone better.  “I need other people so much that I worry about losing 
them.” 
Individuals who have the Mistrust/Abuse schema (17 items) have the conviction 
that, given the opportunity, other people will use or abuse them for their own selfish ends.  
“I am quite suspicious of people’ motives.”  
The Social Isolation schema (10 items) is the sense of being different from or not 
socially fitting in outside the family.  “I don’t fit in.”  
The Defectiveness/Shame schema (15 items) is the feeling that one is defective, 
bad, inferior, or worthless and that one would be unlovable to others if exposed.  “I am 
too unacceptable in basic ways to reveal myself to other people” (Young et al., 2003). 
1.14.2   Domain II: Impaired Autonomy and Performance (4 Schemas) 
Autonomy is the ability to separate from one’s family and to function 
independently comparable to people of one’s own age.  Individuals with schemas in this 
domain have expectations about themselves and the world that interfere with their ability 
to differentiate themselves from parent figures and function independently (Young et al., 
2003).   
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Individuals with the Dependence/Incompetence schema (15 items) feel unable to 
handle their everyday responsibilities without substantial help from others.  “I’m inept in 
most areas of life.” 
Vulnerability to Harm (12 items) is the exaggerated fear that catastrophe will 
strike at any moment and that one will be unable to cope.  “I worry about being attacked.” 
Individuals with the Enmeshment schema (11 items) are often overly involved 
with one or more significant others, often parents, to the detriment of their full 
development “I often feel that I do not have a separate identity from my parents or 
partner.” 
The Failure schema (9 items) is the belief that one will inevitably fail in areas of 
achievement where one is basically inadequate relative to one’s peers.  “I’m not as 
intelligent as most people when it comes to work” (Young et al., 2003). 
1.14.3  Domain III: Impaired Limits (2 Schemas) 
Individuals with schemas in this domain have not developed adequate internal 
limits in regard to reciprocity or self-discipline.  They may have difficulty respecting the 
rights of others, cooperating, keeping commitments, or meeting long-term goals (Young 
et al., 2003). 
The Entitlement schema (11 items) is the assumption that one is superior to other 
people, and therefore entitled to special rights and privileges.  “I usually put my needs 
ahead of those of others.”   
Individuals with the Insufficient Self-Control schema (15 items) either cannot or 
will not exercise sufficient self-control and frustration tolerance to achieve their personal 
goals.  “I often do things impulsively that I later regret” (Young et al., 2003). 
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1.14.4  Domain IV: Other-Directedness (3 Schemas) 
Individuals in this domain place an excessive emphasis on meeting the needs of others 
rather than their own needs to gain approval, maintain emotional connection, or avoid 
retaliation (Young et al., 2003).  
The Subjugation schema (10 items) is an excessive surrendering of control to 
others because one feels coerced, and to avoid anger, retaliation, or abandonment.  ‘In 
relationships, I let the other person have the upper hand.” 
Individuals with the Self-Sacrifice Schema (17 items) voluntarily meet the needs 
of others at the expense of their own gratification to spare others pain, avoid guilt, gain 
self-esteem, or maintain an emotional connection.  “I’m only happy when those around 
me are happy.” 
Individuals with the Approval-Seeking schema (14 items) prefer gaining approval 
or recognition from others over developing a secure sense of self.  They are dependent on 
the reactions of others rather than on their own reactions.  “If I can get people to admire 
me, they will pay attention to me” (Young et al., 2003). 
1.14.5  Domain V: Overvigilance and Inhibition (4 Schemas) 
Individuals in this domain suppress their natural feelings and try to meet rigid, 
internalised rules about their own performance at the expense of happiness, self-
expression, relaxation, close relationships or good health.  The typical origin is a 
childhood that was strict and repressive in which self-control and self-denial overruled 
spontaneity and pleasure (Young et al., 2003).   
The Negativity/Pessimism schema (11 items) is a focus on the negative side of life 
while minimising the positive aspects, frequently characterised by worry, 
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apprehensiveness, hypervigilance, complaining, and indecision.  “At least when I’m 
worrying, I’m doing something.” 
Individuals with Emotional Inhibition (9 items) constrain their spontaneous 
actions, feelings, and communication, usually to prevent being criticised or losing control 
of their impulses.  “I find it embarrassing to express my emotions to others.” 
The Unrelenting Standards schema (16 items) is the sense that one must strive to 
meet very high internalised standards, usually in order to avoid disapproval or shame, and 
typically results in feelings of constant pressure and hypercriticalness towards oneself and 
others.  “I’m a very competitive person.”   
The Punitiveness schema (14 items) is the conviction that people should be 
harshly punished for making mistakes, with the tendency to be angry and intolerant with 
those people, and oneself, who do not meet one’s standards.  “There is no excuse, bad 
people must be severely punished.” ((Waller, Meyer, & Ohanian, 2001; Young et al., 
2003).  
1.15  The Biology of Early Maladaptive Schemas 
Young et al. (2003) proposed a hypothesised biological view of schemas based on 
research on emotion and the biology of the brain to explain possible mechanisms of 
schema development and change.  The work focused on the brain network associated 
with fear conditioning and trauma, particularly the locations at which schema triggering 
based on traumatic childhood events such as abandonment or abuse might occur in the 
brain (Schore, 2002).  Young’s (2003) writings were based on LeDoux (1996) who 
summarised research on the biology of traumatic memories as: 
  41                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
“During a traumatic learning situation, conscious memories are laid down by a 
system involving the hippocampus and related cortical areas, and unconscious 
memories established by fear conditioning mechanisms operating through an 
amygdala-based system.  These two systems operate in parallel and store different 
kinds of information relevant to the experience.  And when stimuli that were 
present during the initial trauma are later encountered, each system can potentially 
retrieve its memories.  In the case of the amygdala system, retrieval results in 
expression of bodily responses that prepare for danger, and in the case of the 
hippocampal system, conscious remembrance occurs.” (p. 239). 
Therefore, according to LeDoux (1996), the brain mechanisms that register, store, 
and retrieve memories of the emotional significance of a traumatic event are different 
from the mechanisms that process conscious memories and cognitions about the same 
event.  The amygdala stores the emotional memory, and the hippocampus and neocortex 
store the cognitive memory (Yehuda, 2002; Schore, 2002).  Emotional responses can 
occur without the participation of the higher processing systems of the brain; those 
involved in thinking, reasoning, and consciousness (Kimble, 1988; Yehuda, 2002; Young 
et al., 2003).   
In developing the early maladaptive schema model Young et al. (2003) stated that 
when an individual encountered stimuli reminiscent of the childhood events that led to 
the development of the schema, the emotions and bodily sensations associated with the 
event are activated by the amygdala system unconsciously.  So when an early 
maladaptive schema is triggered, the individual is flooded with emotions and bodily 
sensations (Schore, 2002).  
  42                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
1.16  Schema Coping Styles  
  According to Young et al. (2003), maladaptive coping styles are developed early 
in life to adapt to early maladaptive schemas, so that individuals can circumvent the 
experience of intense, overwhelming emotions that schemas usually stimulate.  Schemas 
are thought to be self-perpetuated by three coping styles or processes known as schema 
support or surrender, schema avoidance and schema overcompensation.  These 
correspond to the three basic responses to threat; fight (overcompensation), flight 
(avoidance), and freeze (surrender) (Taylor, 2001; Young et al., 2003).  An early 
maladaptive schema represents the presence of a threat, such as the frustration of a core 
emotional need, to which an individual responds with a coping style (Lee & Taylor, 
2001; Young et al., 2003).  
1.16.1  Schema Surrender or Support 
  When people surrender to a schema, they yield to it and accept that it is true 
(Young et al., 2003).  Cognitive surrender confirms the schema, and behavioural support 
repeats schema driven behavioural patterns.  For example, an individual with the early 
maladaptive schemas of self-sacrifice and emotional inhibition may have learned that it 
was very helpful to try to please others and inhibit the expression of their own emotions.  
As a child, this may have been a way of staying safe, but in adulthood such behaviours 
may create interpersonal problems (Taylor, 2001; Young 1999; Young et al., 2003). 
1.16.2 Schema  Avoidance 
  With this coping style, people try to arrange their lives so that the schema is never 
activated.  Avoidance strategies are used to shun unwelcome internal experiences of 
memories, images, thoughts, emotions or body sensations.  For example, a person with 
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the abandonment schema may avoid close relationships (Taylor, 2001; Young 1999; 
Young et al., 2003). 
1.16.3 Schema  Overcompensation 
  According to Young et al. (2003), when individuals overcompensate they contest 
the early maladaptive schema by thinking, feeling, behaving, and relating as though the 
opposite of the schema were true.  For example, if a child felt worthless, then as an adult 
they may try to act as if they are perfect.  When overcompensation fails, the underlying 
schemas reassert with vast emotional strength (Young et al., 2003).  
1.17  Schemas and Psychopathology  
As there appears to be no literature on the possible relationship between early 
maladaptive schemas and PTSD, a review of studies into anxiety, depression, eating 
disorders, self-mutilation, and early maladaptive schemas will follow as many studies 
have demonstrated an association between poor treatment during childhood and the 
presence of depressive and anxiety disorders, including PTSD.  Recent research has also 
demonstrated a link between negative events in childhood and the development of 
dysfunctional cognitive styles (Gibb et al., 2001; McGinn, Cukor, & Sanderson, 2005; 
Muris, 2006; Parker, 1983, 1994; Sachs-Ericsson et al., 2006).    
Kessler, Davis, and Kendler (1997) suggested that childhood adversity tends to 
cluster and that adult psychopathology tends to cluster with it.  In this regard, Young 
(1994) stated that schemas conceptually congruent with psychological symptoms should 
be significantly correlated with those symptoms. Young (1994, 1999) postulated that 
psychopathology can arise from the formation and maintenance of early maladaptive 
schemas.  That is, early maladaptive schemas are appropriate to the environment in which 
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they developed, but usually fail to adapt to changing circumstances leaving an individual 
vulnerable to the development of psychological problems (Young et al., 2003). Young 
(1990, 1999) hypothesised that schemas might be at the core of psychopathology.  Hence 
modifying schemas may be a way to achieve enduring clinical improvement (Riso, 2007). 
The diathesis-stress model proposes that certain individuals have a predisposition 
to develop anxiety or depression in the context of negative life events.  Psychopathology 
may arise from being in situations where early maladaptive schemas are activated (Harris 
& Curtin, 2002; Muris, 2006).  According to McBride et al. (2007), it is postulated that 
maladaptive schemas are stable structures that lie dormant until activated.  This highly 
stable characteristic may be responsible for the perseverance and treatment difficulty of 
some conditions (Riso et al., 2006).  Research suggests these latent structures contain 
both cognition and affect (Riso, 2007), and may become activated by stressful life events 
to negatively bias attention, memory, and perception, and may precipitate 
psychopathology. Further, while the symptoms of depression and anxiety fluctuate over 
time, the underlying schemas are thought to be relatively enduring to leave the individual 
vulnerable to psychopathology in schema relevant situations (Welburn et al., 2000).  
Examples of pertinent research into schemas, anxiety and depression will follow. 
1.17.1  Schemas and Depression   
A study by Muris (2006) examining maladaptive schemas in a sample of 173 non-
clinical adolescents aged between 12 and 15 years indicated that detrimental rearing 
behaviours (rejection, control, anxious rearing, and lack of emotional warmth) were 
associated with the presence of maladaptive schemas, and that maladaptive schemas were 
linked to anxiety disorders, depression, disruptive behaviour, eating problems, and 
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substance abuse.  Likewise, the results of a study (N = 5,614) by Sachs-Ericsson et al. 
(2006) suggested that childhood abuse experiences, and in particular verbal abuse, may 
confer risk for internalising disorders (depression, anxiety), in part because verbal abuse 
influences the development of a self-critical style or negative self-schema.     
According to Randolph and Dykman (1998), parenting, characterised by low care, 
overprotection, perfectionism, and criticalness leads to the inculcation of dysfunctional 
attitudes in the offspring, which in turn heightens their general proneness to depression.  
Soygut & Savasir (2001) in an examination of the relationship between interpersonal 
schemas and depressive symptomatology stated that children who had experienced 
rejection and coldness from attachment figures then constructed working models or 
schemas of themselves as unlovable and incompetent, and perceived important others as 
unreliable, cold and distant.  As a result they were more likely to experience anxiety and 
depression.   
These findings are supported by a large body of literature that links poor parental 
bonding and attachment relevant events in childhood, such as trauma and separation from 
parents, to an increased risk for later psychopathology (Gladstone, Parker, Wilhelm, 
Mitchell, & Austin, 1999; Parker, 1994; Parker, Gladstone, et al., 1997; Parker, & Hadzi-
Pavlovic, 1992; Parker et al., 1999; Platts, Tyson et al., 2002; Rector, Segal, & Germar, 
1998; Riso & Newman, 2003; Sheppard, & Teasdale, 2004). 
But caution in interpretation should be exercised as studies have found that, 
compared to non-depressed offspring, depressed offspring are more likely to perceive 
their parents as lacking in care, support and affection, or as exerting excessive authority 
and control (Brewin, Andrews, & Gottlib, 1993; Gerisma, Das, & Emmelkamp, 1993; 
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Randolph & Dykman, 1998).  This may mean that poor parenting might influence 
vulnerability to depression, or that the depression itself may possibly influence negative 
parental perceptions.  
1.17.2  Schemas, Eating Disorders and Self-Mutilation 
Underlying early maladaptive schemas have often been shown to be important in 
the aetiology of eating disorders (Waller et al., 2000) as the following studies illustrate. 
Waller et al. (2000) considered the role of schema level cognitions in the 
cognitive content of bulimic disorders.  In the study, 50 bulimic and 50 comparison 
women completed the Young Schema Questionnaire (YSQ) and a diary measure of 
bulimic behaviours.  The groups could be differentiated on the defectiveness/shame, 
insufficient self-control, and failure schemas.  This discrimination included differences 
between bulimic sub-groups.  At the symptomatic level, the bulimic women’s emotional 
inhibition beliefs predicted their severity of bingeing, whereas their defectiveness/shame 
beliefs predicted severity of vomiting.  The study concluded that the findings support a 
model of bulimic psychopathology where central cognitions encompassed more than 
beliefs about food, shape and weight (Waller et al., 2000). 
Waller (2003) examined the schema-level cognitions of patients with binge-eating 
disorder to determine whether these patients differed from those with bulimia nervosa.  A 
clinical group of 25 women with binge-eating disorder were compared with a clinical 
group of 25 women with bulimia nervosa and a group of 25 women with no eating 
disorder.  Waller (2003) found that the binge eating disorder group had more negative 
core beliefs than the bulimia nervosa group, particularly emotional inhibition and 
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dependence/incompetence schemas.  But the bulimia nervosa group was distinguished by 
having the highest level of abandonment schemas (Waller, 2003).   
Jones, Harris, & Leung (2005) investigated the possibility that core beliefs may 
serve as moderator variables in the relationship between recalled parental rearing 
behaviours and eating psychopathology.  Social isolation, vulnerability to harm and self-
sacrifice early maladaptive schemas were found to moderate the relationship between 
parenting and eating psychopathology (Jones et al., 2005).   
The sample size in each of the previous eating disorder subgroups was generally 
small, which questions the robustness and generalisability of the results, and as these 
studies appear to not control for confounding variables such as anxiety and depression the 
results may have been influenced by comorbid symptoms.  Nevertheless, study findings 
consistently indicate that high levels of underlying core beliefs are found in women with 
eating disorder symptoms (Waller et al., 2000). 
    A study by Castille et al. (2007) explored the early maladaptive schemas of 
individuals who engaged in self-mutilation. One hundred and five participants (34 males 
and 71 females) participated in the study.  Four early maladaptive schemas differentiated 
self-mutilators from non-mutilators: mistrust/abuse, emotional deprivation, social 
isolation and insufficient self-control.  These results were in accord with the theoretical 
suppositions of schema theory (Castille et al., 2007).  
These studies illustrate that, in addition to depression and anxiety, schemas may 
have a central role in the development and maintenance of eating disorders and self-
mutilation where psychopathology may arise from being in situations where maladaptive 
schemas are activated (Young, 1999; Young & Klosko, 1994).  It can therefore be 
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hypothesised that for veterans, such schema activating situations might have arisen in 
harsh military pre-war training, during the Vietnam War or on return to Australia and its 
hostile non-affirming public, where strong feelings and thoughts of helplessness, 
hopelessness, fear, vulnerability to harm, and self-doubt, were experienced by the 
Vietnam veterans (Creamer & Forbes, 2003).  It is also possible that these adverse 
situations could have encouraged the development of some maladaptive schemas. 
1.18  Maladaptive Schemas and PTSD Development 
Cognitive models propose that PTSD is generally related to two types of negative 
appraisals: extreme thoughts about the dangerousness of the world involving catastrophic 
interpretations about the threatening nature of the environment, and of one’s 
incompetence and inability to cope (Bryant & Guthrie, 2007).  For some veterans the 
world may be schematically represented as reasonably safe or the self as reasonably 
invulnerable prior to the trauma, termed balanced schematic representations (Dalgleish, 
2004).  For others, the world is perceived as completely safe and the self as completely 
invulnerable prior to the trauma, termed overvalued or inflexible positive schemas 
(Dalgleish, 2004).  Finally, for other veterans the world is represented as dangerous and 
unpredictable and the self as incompetent or vulnerable prior to the trauma.  These are 
termed negative pre-trauma representations (Dalgleish, 2004).  
In relation to cognitions, the Janoff-Bulman and Frieze (1983) study postulated 
that individuals with more positive beliefs or schemas are more at risk, whereas the Foa 
and Riggs study (1994) claimed that those most in peril of post-trauma difficulties were 
individuals with more negative pre-trauma beliefs or schemas.  However, it is difficult to 
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reach a firm opinion about the role of positive or negative cognitions due to the 
retrospective nature of the research (Gray et al., 2007).   
Although schemas are triggered under various stimulus conditions, trauma is 
powerful in stimulating schematic functioning as activation thresholds of dysfunctional 
schemas decrease significantly (Simmons & Granvold, 2005).  During a traumatic event 
cognitive functions transform the event into the individual’s subjective meaning, and 
schemas appear to have a significant role in this meaning-making process (Simmons & 
Granvold, 2005).  This view is supported by Gray et al. (2007) who stated that difficulty 
in reconciling discrepant trauma-related information with pre-existing schemas and 
cognitions may underlie the symptoms of PTSD.   
Similarly, Simmons and Granvold (2005) reported that maladaptive cognitive 
processing increased vulnerability to the development of PTSD and concluded that the 
process of cognition played a significant role in differentiating between those who 
developed PTSD following exposure to a traumatic event and those who did not.  For 
example, in an unrelated study, Bryant and Guthrie (2005) assessed trainee firefighters 
during training (pre-trauma), after commencing firefighting duty (post-trauma) and then 
at a further twenty months post-trauma.  Posttraumatic stress at follow-up was predicted 
by pre-trauma catastrophic thinking (24 percent of variance).  These findings concur with 
cognitive models predicting that a tendency to catastrophise about negative events is a 
risk factor for developing PTSD (Bryant & Guthrie, 2005).  Interestingly, Bryant and 
Guthrie (2007) reassessed these firefighters four years later after trauma exposure, for 
PTSD and depression.  Twelve percent of the firefighters met criteria for PTSD.  Pre-
trauma negative appraisals about oneself before commencing firefighting duties 
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accounted for 20 percent of the variance in PTSD severity at fours years (Bryant & 
Guthrie, 2007).  According to Bryant and Guthrie (2007), these data provide the first 
evidence that pre-existing negative appraisals are a risk factor for PTSD.  However, Ali et 
al. (2002) found that positive beliefs prior to an assault seemed to protect against the 
development of PTSD (Gray et al., 2007), although these results should be interpreted 
with caution given their retrospective nature with possible error due to memory and recall 
confounding and bias.         
So, negative appraisals may have a major influence on trauma outcomes.  
Examples include underlying cognitive schemas about self (e.g., ‘‘I’m an ineffectual 
person’’), other people (e.g., ‘‘you can’t trust non-veterans’’), or the world (e.g., ‘‘the 
world is a dangerous and hostile place’’) (Mueser et al., 2007).  Other inaccurate beliefs 
may develop that are exaggerated perceptions of the risks involved in everyday activities 
(e.g., the likelihood of being assaulted) or may emerge in the aftermath of war events as 
veterans struggle to find meaning in their experiences and their reactions (e.g., ‘‘I’m a 
coward because I could have prevented my mate being killed, but I froze’’).  Such 
thoughts may be associated with anxiety, guilt or depression leading to avoidance or 
suppression.  When these avoidance efforts fail, PTSD symptoms such as re-
experiencing, avoidance and arousal may emerge or become worse (Mueser et al., 2007).   
In summary, self-schemas reflecting coping abilities, resiliency, trust, and self-
efficacy are likely to have a positive influence on a veteran’s peri-trauma responses and 
post-trauma recovery (Simmons & Granvold, 2005).  On the other hand, maladaptive 
schemas of insecurity, incompetence, unworthiness, and vulnerability are more likely to 
negatively affect the veteran (Simmons & Granvold, 2005).  This maladaptive cognitive 
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style may predispose veterans or others to respond to a traumatic event with PTSD 
because of their predisposition to engage in appraisals that exaggerate the sense of trauma 
and ongoing threat (Bryant & Guthrie, 2007).  Schematic functioning, then, may either 
function to protect the veteran from developing PTSD or contribute to the development of 
PTSD (Simmons & Granvold, 2005).  
1.19  Early Maladaptive Schemas and PTSD 
  Studies have indicated a role for early maladaptive schemas in psychopathology, 
such as anxiety (Muris, 2006), depression (Riso & Newman, 2003; Sachs-Ericsson et al., 
2006; Soygut & Savasir, 2001), eating disorders (Waller, 2003; Waller et al., 2001; 
Waller et al., 2000), and self-mutilation (Castille et al., 2007).  It is therefore possible that 
early maladaptive schemas may be associated with PTSD.  Furthermore, given it is 
postulated that maladaptive schemas and related negative cognitions or appraisals may 
predispose a person to respond to a traumatic event with PTSD (e.g., Bryant & Guthrie, 
2007; Dalgleish, 2004; Gray et al., 2007; Mueser et al., 2007; Simmons & Granvold, 
2005), it is possible that early maladaptive schemas with characteristic negative cognitive 
themes, high levels of negative affect, and related behaviour, may also contribute to 
PTSD development.  The early maladaptive schemas to most likely increase the incidence 
of PTSD are vulnerability to harm, emotional inhibition, social isolation, and insufficient 
self-control, as these schemas conceptually reflect pervasive and negative beliefs and 
patterns of behaviour consistent with PTSD symptoms.     
1.20  Early Maladaptive Schemas as Mediators 
Studies using the analytic procedures of Baron and Kenny (1986) and Sobel 
(1982) have demonstrated that early maladaptive schemas can function as mediators, 
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such as between perceived parenting and psychopathology (e.g., Harris & Curtin, 2002; 
McGinn et al., 2005). As explained by Preacher and Hayes (2004), a variable is 
considered a mediator to the extent that it carries the influence of a given independent 
variable to a given dependent variable. 
According to Barry and Kenny (1986) the following criteria are necessary to 
demonstrate the mediating effect of early maladaptive schemas: (a) variability in the 
independent variable should account for variability in the schemas; (b) variability in the 
schemas should account for a significant portion of the variability in the dependent 
variable; and (c) when the relationship between the early maladaptive schemas and the 
dependent variable is controlled, a previously significant relationship between the 
independent variable and the dependent variable should no longer be significant (Harris 
& Curtin, 2002).   
Examples of schema mediation are seen in the following studies that utilised the 
Baron and Kenny (1986) mediation model.  The Harris and Curtin (2002) study tested the 
relationship between recall of parenting, current early maladaptive schemas and the 
endorsement of depressive symptoms.  Consistent with previous research where 
significant correlations had been noted between depressive symptomatology and 
retrospective reports of low caring and high protection parenting styles (Parker & Hadzi-
Pavlovic, 1992), the Harris and Curtin (2002) study found lower perceived parental care 
and greater perceived parental overprotection predicted endorsement of depressive 
symptoms, and low perceived parental care was associated with current schemas (Harris 
& Curtin, 2002).  Four schemas (defectiveness/shame, insufficient self-control, 
incompetence/inferiority, and vulnerability) accounted for 63.3 percent of the variance in 
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depression scores, and these four schemas partially mediated the relationship between 
perceptions of parenting and depressive symptoms (Harris & Curtin, 2002).  The results 
of this study may not generalise as the sample was not a clinical sample and was limited 
to volunteer college students.   
Shah and Waller (2000) published the results of an investigation, with 60 
depressed outpatients and 67 community controls, into retrospective reports of parenting, 
early maladaptive schemas and depressive symptoms.  Shah and Waller (2000) found 
evidence in the clinical sample for the dependence/incompetence, emotional inhibition, 
failure, unrelenting standards and vulnerability schemas as partial mediators between 
perceptions of parenting and depression.  Among the non-clinical sample, the 
vulnerability schema acted as a partial mediator.  This study suggested that low care and 
high control parenting creates a vulnerability to depression by creating maladaptive 
schemas (Harris & Curtin, 2002; McGinn et al., 2005; Shah & Waller, 2000).  
A similar study by McGinn et al. (2005) using a clinical sample of 55 patients 
examined the relationship between early parenting experiences of low care, high control, 
abuse and neglect, and symptoms of anxiety and depression, via the mediating effects of 
cognitive style.  Due to the small sample size, five schema domains (Young, 1990, 1999) 
rather than individual schema categories were used.  Subjects who rated their parents as 
more abusive and neglectful reported a greater degree of depression; this relationship was 
mediated by dysfunctional cognitive style.  A study limitation for both the Shah and 
Waller (2000) and McGinn et al. (2005) studies may have been the relatively small 
sample sizes.  
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In summary, these studies showed that early maladaptive schemas can function as 
mediators between the recalled adverse parenting and psychopathology link (Hammen et 
al., 1995).  It is therefore possible that combined or individual early maladaptive schemas 
may function as mediators between perceived parenting and PTSD.  According to Baron 
and Kenny (1986), mediators are not limited to individualistic mechanisms, and group-
level mediator constructs have long played a role in social psychology.  
Furthermore, early maladaptive schemas may also mediate the Vietnam War 
experience and PTSD.  According to McBride et al. (2007), maladaptive schemas are 
stable structures that lie dormant until activated.  The harsh or malevolent Vietnam War 
environment (Creamer & Forbes, 2003; Herman, 1997; King et al., 1995; Matsakis, 1996) 
may have activated maladaptive schemas.  If this is the case then the constant stressful 
war-zone survival context (Ham, 2007) may not have allowed the deployment of 
maladaptive coping styles to circumvent the experience of intense, overwhelming 
emotions that early maladaptive schemas usually stimulate (Young et al., 2003).  It is 
postulated that psychopathology may arise from being in these situations where early 
maladaptive schemas are activated (Harris & Curtin, 2002; Muris, 2006). 
1.21 Aim   
As PTSD remains a debilitating and difficult anxiety disorder to treat, particularly 
in military veterans (Australian Centre for Posttraumatic Mental Health, 2007), it is 
anticipated that an understanding of the relationship between early maladaptive schemas 
and PTSD may lead to an improved understanding of PTSD in Vietnam War veterans, 
other veterans and civilians.  Given previous findings into adverse parenting and the 
diathesis-stress model of psychiatric disorders, early maladaptive schemas and 
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psychopathology, and the mediating role of schemas in the parenting-psychopathology 
link, this study attempted to clarify the relationship between perceived parenting and 
PTSD, and early maladaptive schemas and PTSD.  
If it is demonstrated that PTSD positive veterans with high YSQ L3 (Young & 
Brown, 2003) schemas also have high recalled negative parenting behaviours as captured 
by the Measure of Parental Style (MOPS) instrument (Black Dog Institute, 2007; Parker, 
Roussos, et al., 1997), then it may be hypothesised that the YSQ L3 (Young & Brown, 
2003) schema instrument is sensitive to veterans’ childhood schemas rather than 
interacting directly with current PTSD symptomatology.   
1.22 Hypotheses 
  Five hypotheses were investigated in the present study.  
1.22.1  It was hypothesised that Vietnam veterans diagnosed with PTSD would have 
experienced an adverse home environment as assessed by recalled negative childhood 
demographics, compared to Vietnam veterans without PTSD. 
1.22.2  It was hypothesised that Vietnam veterans diagnosed with PTSD would have 
experienced adverse parenting during childhood as assessed by the Measure of Parental 
Style (MOPS) (Black Dog Institute, 2007; Parker, Roussos, et al., 1997), compared to 
Vietnam veterans without PTSD. 
1.22.3  It was hypothesised that Vietnam veterans diagnosed with PTSD would have 
higher early maladaptive schemas (Young, 1990, 1999; Young et al., 2003) as measured 
by the Young Schema Questionnaire L3 (Young & Brown, 2003), compared to Vietnam 
veterans without PTSD. 
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1.22.4  Given that studies have provided evidence for the role of cognitive mediation in 
the relationship between negative parenting styles and adult psychopathology (Harris & 
Curtin, 2002; McGinn et al., 2005; Meyer & Gillings, 2004; Shah & Waller, 2000; 
Turner, Rose, & Cooper, 2005), it was hypothesised that the relationship between 
recalled negative parenting, as recorded by the MOPS instrument, and PTSD diagnosis, 
would be mediated by early maladaptive schemas (Young & Brown, 2003).  
1.22.5  Also, as psychopathology might arise from being in stressful situations where 
early maladaptive schemas may be activated (Harris & Curtin, 2002; Muris, 2006), it was 
hypothesised that the relationship between the Vietnam War experience and PTSD 
diagnosis would be mediated by early maladaptive schemas.   
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CHAPTER 2 
METHOD 
2.0 Participants 
In order to examine the relationship between early maladaptive schemas, as 
defined by Young (1990, 1999) and Young and Brown (2003), and the development of 
posttraumatic stress disorder (DSM-IV-TR, 2000), Australian and New Zealand Vietnam 
veterans were surveyed as personnel from both countries fought together in the same 
combat units.  Vietnam veterans have a diagnosed high rate of PTSD (Australian Centre 
for Posttraumatic Mental Health, 2007; Creamer & Forbes, 2003; Kulka et al., 1990a).  
The veterans are a helpful and readily accessible cohort.  These veterans from ex-service 
organisations provided self-selected samples of two comparison groups of those with 
PTSD diagnosis and those without this diagnosis.  Although a clinical interview to 
determine PTSD status was not practical, due to Commonwealth Government funded 
treatment and compensation, Vietnam veterans diagnosed with PTSD have been through 
a rigorous Department of Veterans’ Affairs medical and psychiatric assessment process, 
permitting confidence in the survey reported results of this condition.  Only Australian 
Department of Veterans’ Affairs and Veterans’ Affairs New Zealand accredited and 
authorised psychiatrists and clinical psychologists can diagnose veterans for government 
accepted disability for compensation and treatment.  PTSD diagnosis was defined by 
marking ‘Yes’ to the question, ‘Have you been diagnosed with PTSD?  Yes  No (please 
circle).   
Vietnam veteran organisations and sub-branches were requested by email to 
advertise the study with information sheets and contact procedures for volunteers.  The 
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study was widely promoted in veterans’ newsletters or magazines.  During 2007, 301 
questionnaires were applied for by individual Vietnam veterans who volunteered to 
participate.  Two hundred and twenty six questionnaires were returned.  Of these, two 
questionnaires were returned partly answered and one veteran wrote that he was unable to 
complete the survey.  The two hundred and twenty three returned and completed 
questionnaires gave a response rate of 74 percent.   
In summary, 223 male Australian and New Zealand Vietnam veterans aged 
between 55 and 82 years volunteered to participate.  Three of the 223 completed 
questionnaires were unable to fit into a PTSD category as the participant did not answer 
the PTSD classification question clearly, and data from these study volunteers were 
excluded.  The sample (N = 220) consisted of 196 Australian and 24 New Zealand 
veterans.  Australian participants lived in every state and territory of Australia.   
Table 1 outlines participant demographics in relation to service in the Vietnam 
War.  The mean age of the 163 participants with PTSD diagnosis (74.1% of the sample) 
was 61 (SD = 3.9) and the 57 veterans with no PTSD (25.9% of the sample) was 61 (SD 
= 5.2).   
Of those admitted to hospital in Vietnam, 25 were wounded, 45 had illness and    
3 experienced an accident.  There was no significant difference for PTSD diagnosis 
between soldiers admitted to hospital wounded (21 had PTSD) and those admitted with 
an illness or accident (40 had PTSD) (Fisher’s Exact Test p = 1.00).  Sixty four (87.7%) 
of the 73 admitted to hospital spent three or less weeks in hospital.  The maximum time 
in hospital in Vietnam was 16 weeks.   
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Table 1 
Participants’ Vietnam War Demographics  
 
    
Veterans’  Demographics    Count  (N = 220)      
 
University prior to Vietnam        24 (10.9%) 
 
Trade/Technical  Education        44  (20.0%)       
 
Served in Navy             19 (8.6%)       
 
Served in Army                  186 (84.5%)     
 
Served in RAAF            15 (6.8%)       
 
Regular Servicemen                  124 (56.4%) (mean age 22)     
 
National Servicemen (Army)        96 (43.6%) (mean age 21)     
 
Combat Role                   152 (69.0%)     
 
Support Role (supply & logistics)      68 (30.9%)     
 
One Tour                   220 (100%) (mean age 22)     
 
Two Tours              21 (9.5%) (mean age 23)       
 
Three Tours                12 (5.4%) (mean age 23) 
 
Wounded in Action          37 (16.8%) 
 
Hospital Patient in Vietnam        73 (33.2%) 
________________________________________________________________________ 
   
Most RAAF personnel served with 9 Squadron (helicopters) or with 2 Squadron 
(bomber aircraft).  Navy members served on board ships either delivering troops, supplies 
and equipment or on offshore combat patrol duties or as clearance divers.  Most Army 
members served with combat units or combat support units. (Information on involvement 
in Vietnam is found at Appendix P).  A tour of duty in Vietnam for Army and RAAF 
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veterans was approximately 12 months.  Navy service averaged approximately 3 months 
(Department of Veterans’ Affairs, 2005a).  Overall, the average number of months 
veterans served in Vietnam was 9.2 ± 3.1, with 98% of veterans serving 13 months or less 
(Department of Veterans’ Affairs, 2005b). 
2.0.1  Comparison of Sample Characteristics 
The United States National Vietnam Veterans Readjustment Study (Kulka et al., 
1990a) found a lifetime PTSD prevalence of 31 percent for men, with a further 11 percent 
of men suffering from subclinical PTSD (Friedman, 2004).  The Australian Vietnam 
veterans’ health study of 1998 reported a PTSD rate of 31 percent for male veterans.  
This compares to the lifetime prevalence of PTSD among civilians of 8 percent in men 
(Corales, 2005).  One hundred and fifty eight (71.8%) participants of the present study 
reported current ongoing health problems other than PTSD (e.g., heart, kidney, high 
blood pressure, skin problems, cancer, and arthritis).  The Department of Veteran Affairs 
study found only fair or poor health in 50 percent and diagnosed with cancer in 25 
percent of the 40,000 Vietnam veterans surveyed (Department of Veteran Affairs, 1998).  
The average age at the start of Vietnam service for defence force personnel was 
24 years (Department of Veterans’ Affairs, 2005a).  This compares to the present study 
average age at the start of Vietnam service of 22.38 years (SD = 4.14).  Twenty eight 
percent of Navy veterans were less than 19 years of age at the time of first entering 
Vietnam (Department of Veterans’ Affairs, 2005a), compared to the present study sample 
of 21 percent.  National Servicemen comprised 51.6% of the present study Army sample, 
compared to 46.1% of the total Army members who served in Vietnam (18,940/41,084) 
(Department of Veterans’ Affairs, 2005a).  Multiple tours were common for Navy 
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personnel with only 38% completing one tour (Department of Veterans’ Affairs, 2005a), 
compared to 47% of the present study navy sample.  Sixty eight percent of Army veterans 
completed one tour (Department of Veterans’ Affairs, 2005a), compared to 89% of the 
present Army sample.  Comparable one tour figures for Air Force veterans were 86% 
(Department of Veterans’ Affairs, 2005a), and 80% in the present study RAAF sample.  
These comparisons and the results at Table 18 suggest confidence in the 
representativeness of the present study sample.    
2.1 Measures 
Three separate forms were mailed out together: a Study Information sheet, the 
Contacts for Information on the Project and Independent Complaints Procedure sheet and 
the questionnaires consisting of five separate sections.  (See Appendices C to K for a 
copy of the information and questionnaire sections). 
 2.1.1  Demographic and Childhood Experiences Questionnaires 
The literature on the relationship of pre-military variables to PTSD symptoms, 
such as for example, an unstable or problematic family (Fontana & Rosenheck, 1993; 
Herman, 1997; King et al., 1996), physical or sexual abuse as a child (Bremner et al., 
1993; Brewin et al., 2000), family psychiatric history (Brewin et al., 2000), personal 
psychiatric history (Brewin et al., 2000; Creamer & Forbes, 2003; Green et al., 1990; 
Kulka et al., 1990a), previous trauma history (King et al., 1996), and age at index trauma 
(Green et al., 1990; King et al., 1996;  Koenen et al., 2003), was examined to help 
formulate demographic and potentially verifiable adverse childhood event variables.  
The first questionnaire section requested demographic information on gender; 
age; schooling prior to Vietnam; called up for national service or not; number of tours of 
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duty; age during each tour; arm of the military served with in Vietnam; service on land or 
sea; service in a combat or support role; ship, unit, or squadron served with in Vietnam; 
wounded in Vietnam; hospitalized in Vietnam; reason for admission to hospital; time in 
hospital; any ongoing health problems and details; and if, or if not, diagnosed with PTSD   
The second questionnaire section consisted of 43 questions relating to experiences 
of traumatic, abusive or other adverse events in the first 16 years of life that may have 
increased vulnerability to traumatic events later in life.  These questions included serious 
accident or injury, living with an alcoholic or problem drinker, household problems with 
the police, family mental health issues, domestic violence and abusive behaviour.   
2.1.2  Acute Stress Disorder Scale (ASDS) - Modified  
The third questionnaire section was a modified version of the self-report Acute 
Stress Disorder Scale (ASDS) (Bryant, 1999).  This provided an indication of trauma 
symptoms.  It was not used as a diagnostic tool.  The Acute Stress Disorder Scale has 
good internal consistency, test-retest reliability, and construct validity (Bryant & Harvey, 
2000).  Test-retest reliability of the ASDS scores between 2 and 7 days was strong                   
(r = .94) (Bryant, Moulds, & Guthrie, 2000).  The Acute Stress Disorder Scale has been 
found to be highly predictive of subsequent PTSD (Bryant & Harvey, 2000).  Participants 
were requested to answer each of the 20 questions about how they felt since returning 
from Vietnam by circling a Likert scale number.  1 = Not at all, 2 = Mildly, 3 = Medium, 
4 = Quite a bit, 5 = Very much.  Examples of questions asked were:  ‘During or after 
Vietnam, did you ever feel numb or distant from your emotions?’, ‘Have memories of 
Vietnam kept entering your mind?’, and ‘Have you become jumpy since Vietnam?’ 
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2.1.3  Measure of Parental Style (MOPS)  
The fourth questionnaire section was the 15-item self-report Measure of Parental 
Style (MOPS; Black Dog Institute, 2007; Parker, Roussos, et al., 1997) instrument 
designed to capture at-risk parenting behaviours in the first 16 years of a child’s life.  
Participants rated each item as a description of their mother’s and, on a separate form, 
their father’s behaviour toward them in their first 16 years.  The MOPS includes three 
scales: Indifference (six items), Abuse (five items), and Overcontrol (four items).  The 
scales have acceptable internal consistency.  For instance, Parker, Roussos, et al. (1997) 
reported alpha coefficients of .93 for both maternal and paternal indifference, .82 and .76 
for maternal and paternal overcontrol, and .87 and .92 for maternal and paternal abuse.  
As evidence of concurrent validity, Parker, Roussos, et al. (1997) reported that 
Indifference and Overcontrol scales correlated highly with, respectively, the Care and 
Protection subscales of the Parental Bonding Instrument (PBI; Parker, Tupling, & Brown, 
1979) and had correlations from .39 to .66 between Abuse scores and psychiatrists’ 
ratings of patients reported abusive experience (Helen Ma & Teasdale, 2004).       
The MOPS was developed to overcome shortcomings in the Parental Bonding 
Instrument (Parker, Roussos, et al., 1997).  As a result, Parker, Roussos, et al. (1997) 
developed the MOPS to capture the main areas of parenting proposed as putting the child 
at later risk of psychopathology (Parker, Roussos, et al., 1997).  The theory underpinning 
the MOPS is based on Bowlby’s (1977) definition of anomalous parenting where parents 
fail to provide care by being unresponsive, disparaging, rejecting, or having excessive 
overprotection or control.  These parental behaviours and attitudes are considered likely 
  64                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
to dispose a child to both psychiatric disorder as well as to dysfunctional social and 
emotional interactions in adulthood (Parker, Roussos, et al., 1997).   
The emergent MOPS was initially administered to a sample of 152 depressed 
patients (Parker, Roussos, et al., 1997) which identified three factors (indifference, 
overcontrol, and abuse) in each of the separate maternal and paternal forms that 
accounted for 75.9% of the variance for fathers and 77.6% for mothers (Parker, Roussos, 
et al., 1997).  The validity of the MOPS scale was supported when patients who described 
parental abuse at interview from one or both parents returned significantly higher MOPS 
abuse scores.  Additional evidence of concurrent validity came from strong correlations 
of MOPS abuse scores with reported exposure to a range of threatening parenting 
experiences (Parker, Roussos, et al., 1997).  Parker, Roussos, et al. (1997) concluded their 
study by suggesting that the MOPS could function as a broad-brush measure of the 
likelihood of exposure to dysfunctional parenting, and the instrument was used for this 
purpose in this study (Black Dog Institute, 2007).  
2.1.4  Young Schema Questionnaire L3 (YSQ-L3) 
The fifth questionnaire section consisted of the 232 item Young Schema 
Questionnaire, version L3 (Young & Brown, 2003).  This included statements that a 
person might use to describe him or herself in order to gather information on 18 schemas.   
If not sure of the description then veterans were requested to base their answers on what 
they felt emotionally (Young & Brown, 2003).  For example, ‘I haven’t gotten love and 
attention’, ‘I have a great difficulty trusting people’, ‘I’m fundamentally different from 
other people’, ‘I put others’ needs before my own, or else I feel guilty’. 
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The schemas being assessed were listed in section 1.14.  Items for the Schema 
Questionnaire have adequate face validity, and were developed out of clinical experience 
with chronic or difficult patients or both (Harris & Curtin, 2002).  Earlier versions of the 
Schema Questionnaire that shared 15 of the 18 subscales of the YSQ-L3 have 
demonstrated high test-retest reliability and internal consistency as well as convergent 
and discriminant validity as shown by its correlations with measures of psychological 
distress, self-esteem and personality disorder symptoms, and alpha coefficients range 
from .83 to .96 (Lee et al., 1999; Muris, 2006; Waller et al., 2001; Welburn et al., 2002; 
Young et al., 2003).  A firm early maladaptive schema structural basis was found by Lee 
et al. (1999) in an Australian patient sample (N = 433), with a confirmatory factor 
analysis of the 205 item 16 subscales early maladaptive schema questionnaire (Young, 
1990).  Sixteen of the early maladaptive schema factors emerged as primary components 
(Lee et al., 1999).  A similar confirmatory factor analysis by Hoffart et al. (2005), with 
888 patients, using the short and long form of the YSQ, produced the 15 early 
maladaptive schema factors rationally developed by Young (1990).    
2.2 Procedure 
  Approval to conduct the research was obtained from the Human Research Ethics 
Committee of Murdoch University, Perth, Western Australia.  
 2.2.1 Recruitment  Procedure 
Vietnam Veterans Associations from all states and territories were approached by 
email.  A Word file Study Advertisement Sheet (see Appendix A), and a signed letter of 
research approval from the National President of the Vietnam Veterans’ Association of 
Australia (see Appendix B) was attached to the email.  The study was widely promoted in 
  66                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
Vietnam veterans’ newsletters or magazines and volunteers contacted the researcher to 
obtain a copy of the questionnaires.  These were distributed with an Information and 
Consent Form (see Appendix C) and Information Sheet that explained the nature and 
purpose of the study (see Appendix D).  The veterans returned questionnaires by pre-paid 
envelope via Australia Post to Murdoch University School of Psychology.  No identifying 
information was required. 
2.2.2 Scoring  Procedure     
The MOP’s  contains 15 questions about the participants mother’s behaviour 
toward them and 15 questions about their father’s behaviour toward them during the first 
16 years of life, with each question rated 0 to 3; 0 = not true at all, 1 = slightly true, 2 = 
moderately true, 3 = extremely true.  Scores within each category of Indifference, Abuse, 
and Overcontrol were summed and divided by the total number of items in each category 
to produce a mean score.  To provide for an overall adverse maternal or paternal 
parenting influence, the MOPS scales of Indifference, Abuse and Overcontrol were 
collapsed into maternal and paternal parenting categories, by summing each parenting 
category’s Indifference, Abuse, and Overcontrol scores and dividing the result by the 
total number of items.  The Helen Ma and Teasdale (2004) study also reported that 
MOPS scores were averaged across the two parents. 
The modified ASDS is a 20-item scale with each item rated from 1–5 to indicate 
the degree of a particular symptom.  This yields a scale range of 20–100 where the scale 
total is derived by summing the 20 items.  Higher scores indicate greater 
symptomatology. 
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Item responses on the Young Schema Questionnaire range from 1 to 6 where:      
1 = completely untrue of me; 2 = mostly untrue of me; 3 = slightly more true than untrue; 
4 = moderately true of me; 5 = mostly true of me; and 6 = describes me perfectly.  The 
items were scored by only counting the ratings of 4, 5 and 6 (ratings of 1, 2 and 3 were 
not counted).  Scores were obtained for each schema by calculating the proportion of the 
total possible score for each schema.  For example, the emotional deprivation schema 
score was calculated by summing each item score above 3 and dividing by 54 (the highest 
possible score since there are nine items), and then multiplying by 100.  This is in 
keeping with the scoring key accompanying the YSQ-L3 (Young & Brown, 2003). 
The enmeshment schema was not calculated in this sample of aged veterans 
because the ethics committee decided to include a non-applicable score choice for the 
enmeshment schema, and the majority of respondents marked items non-applicable as 
most parents were deceased.  As a result, only 17 schemas were utilised in this study.    
2.3 Data  Analysis 
All analyses were conducted using SPSS for windows, version 15.  Descriptive 
statistics were calculated for each study variable.   
2.3.1  Childhood, Parenting, Schemas, and PTSD 
The strength of the association between childhood events demographic data and 
PTSD diagnosis (see Table 2), were measured using chi-square.  A series of t-tests was 
conducted to explore the relationship between perceived adverse childhood parenting 
(MOPS) and PTSD diagnosis (see Table 3), and the relationship between veterans’ early 
maladaptive schemas and their PTSD diagnosis (see Table 4).  Given multiple study 
variables, the Bonferroni correction was applied.   
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2.3.2  Multiple Schema Mediation between Parenting and PTSD 
As the literature indicated that early maladaptive schemas mediated the 
relationship between perceived parental behaviours and depression (Harris & Curtin, 
2002), the mediation model used by Baron and Kenny (1986), Harris and Curtin (2002), 
and McGinn et al. (2005) was utilised to test a possible role for early maladaptive 
schemas as mediators in the parenting-PTSD link and the Vietnam War experience-PTSD 
link.  The multiple mediation analysis involved testing in four stages: 
1.  Multiple regression analysis with MOPS maternal and paternal parenting 
categories predicting PTSD (see Table 5 and point (1) in Table 7).  
2.  Multiple regression analysis with MOPS maternal and paternal parenting 
categories predicting 17 early maladaptive schemas (see Table 6 and point (2) in        
Table 7). 
3.  The scores on the 17 early maladaptive schemas were used to predict PTSD (see 
point (3) in Table 7). 
4.  Finally, the utility of the MOPS maternal and paternal parenting categories to 
predict PTSD diagnosis, while controlling for the relationship between the 17 early 
maladaptive schemas and PTSD, was tested (see point (4) in Table 7).  If the relationship 
between the independent variable and the dependent variable is significant when the 
mediator is absent from the model, yet insignificant when the mediator is added to the 
model, the relationship between the independent variable and the dependent variable is 
considered to be completely mediated (MacKinnon, Lockwood, Hoffman, West, & 
Sheets, 2002; Muller, Gragtmans, & Baker, 2008).   
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As studies indicate two different methods for testing the Baron and Kerry (1986) 
mediation in the final step, the final mediation process in the first instance was tested 
utilising the method described by Harris and Curtin (2002) by entering early maladaptive 
schemas first and exploring for changes in variability between the predictor and criterion 
variables.  This outcome was then tested by using the method described by McGinn et al. 
(2005) where the predictor variable was entered first followed by the early maladaptive 
schema potential mediators in the second step.  As depicted by McGinn et al. (2005), a 
reduction in the predictor variable beta weight significance with the maintenance of the 
early maladaptive schema beta weight significance would suggest that the schemas 
mediated the relationship between the predictor and criterion variables.   
2.3.3  Sobel Testing for Single Mediation of the Individual Parenting-PTSD Link 
As the Baron and Kerry (1986) criteria are used to informally judge whether or 
not mediation is occurring (Preacher & Leonardelli, 2008), single mediation analyses and 
Sobel testing (Sobel, 1982) formally assessed individual schema mediation of each 
parenting-PTSD link (see Appendix V).  
  If adverse parenting developed early maladaptive schemas, it is possible that 
adverse maternal and paternal parenting is linked with PTSD (see Table 3) because early 
maladaptive schemas are associated with dysfunctional ways of thinking, feeling and 
behaving regarding oneself and one’s relationship with others (Young et al., 2003), that 
are likely to have a direct effect on PTSD development and maintenance (see Table 4). 
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2.3.4  Vietnam War Experiences and PTSD Diagnosis 
Chi-square tests were used to determine the strength of the relationship between 
PTSD diagnosis and Vietnam War experiences in variables linked to PTSD.  Table 10 
shows associations of data of veterans’ war events and PTSD diagnosis.  
  2.3.5  Multiple Mediation of Schemas between the War Experience and PTSD 
According to McBride et al. (2007), maladaptive schemas are stable structures 
that lie dormant until activated.  The harsh or malevolent Vietnam war environment 
(Creamer & Forbes, 2003; Herman, 1997; King et al., 1995; Matsakis, 1996) may have 
activated or even developed maladaptive schemas.  The stressful war-zone context (Ham, 
2007) may not have allowed the deployment of maladaptive coping styles to circumvent 
the experience of intense, overwhelming emotions that early maladaptive schemas 
usually stimulate (Young et al., 2003).  It is considered that psychopathology may arise 
from being in situations where early maladaptive schemas are activated (Harris & Curtin, 
2002; Muris, 2006).  Therefore, a similar mediation process to section 2.3.2 was used to 
investigate whether the 17 early maladaptive schemas mediated the relationship between 
the Vietnam War experience and PTSD.  This was followed by single mediation analyses 
and Sobel testing to further analyse if individual schemas mediated the Vietnam War 
experience-PTSD link (see Appendix W).  
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2.3.6  Single Mediation of the Vietnam War-PTSD Link 
     Early  Maladaptive  Schemas  
             (Mediator Variables) 
  Path a                 Path b 
      
           P a t h   c  
Hospitalised  Vietnam    PTSD  Diagnosis 
    (Independent  Variable)     (Dependent  Variable) 
 
Figure 1. Single Mediation of the hospitalised in Vietnam-PTSD link. 
If being hospitalised in Vietnam activated or enhanced certain schemas, then it is 
possible that being hospitalised in Vietnam is linked with PTSD (see Table 10) because 
early maladaptive schemas are associated with significant personal dysfunction (Young et 
al., 2003), that is likely to affect PTSD development and maintenance (see Table 4). 
2.3.7 MANOVA  Analyses  of  all Significant Variables 
A multivariate analysis of variance (MANOVA) was conducted to discover which 
variables (PTSD, childhood incidents, Vietnam War event, and perceived parenting) have 
the highest variance in early maladaptive schemas (see Table 15).   
2.3.8  Comparison of Two PTSD Diagnosed Vietnam Veteran Groups  
To check the representativeness of the present study sample, a comparison of 
early maladaptive schemas, using MANOVA, was made between the second study 
Hollywood PTSD diagnosed (CAPS-1 psychiatrist interview and PCL military version) 
treatment-seeking Vietnam veteran group at intake and the present study PTSD diagnosed 
Vietnam veteran sample (see Table 27).  A similar process was used to compare the early 
maladaptive schemas of the second study psychiatrist diagnosed Vietnam veterans at 
intake and Vietnam veterans in the present study without PTSD (see Table 28).  
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CHAPTER 3 
RESULTS 
3.0  Childhood Events Demographic Data and PTSD Diagnosis 
  The only childhood event variable (from 26 childhood variables) that was 
significantly related to PTSD diagnosis (two-tailed) was witnessing domestic violence 
toward the veteran’s mother by a father, stepfather or mother’s boyfriend where the 
mother was pushed, grabbed, slapped or had things thrown at her, as presented in      
Table 2.  Other adverse childhood event results are found in Appendix R.   
Table 2 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
              Push, Grab, Slap, Throw Things at Mum 
  ___________________________________________________ 
Diagnosis  
of PTSD  Never     Once/Twice    Sometimes      Often      Very Often    Total 
____________________________________________________________________ 
 
Yes    122         10                 18                 7             6        163 
% Count  (74.8%)      (6.2%)         (11.0%)          (4.3%)        (3.7%)         (100.0%) 
No                     51               0                   4                   2                 0                   57                                      
% Count  (89.5%)      (0%)              (7.0%)          (3.5%)        (0%)            (100.0%) 
Total                173            10                 22                    9                 6                 220 
    (78.6%)      (4.6%)        (10.0%)           (4.1%)        (2.7%)        (100.0%) 
 
Note. Row percentages are in brackets. 
  Twenty-five percent of veterans with PTSD had witnessed domestic violence in 
the first sixteen years of life compared to ten percent of veterans without PTSD.  The 
Mann-Whitney test showed that the counts differed significantly (U = 3982, p = .025) 
between PTSD and no PTSD categories.   
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In terms of effects that were significant using one-tailed criteria, mother 
unemployed outside the family home (Fisher’s exact test: p = .033), and living with a 
stepfather (Fisher’s exact test: p = .048), were in the expected direction (see Appendix R).  
These variables may relate to the findings on family instability being associated with 
PTSD (King et al., 1995).  Mother unemployed may relate to negative family 
environment.  The variable living with someone who was a problem drinker or alcoholic 
was not significant at Fisher’s exact test: p = .051, one-tailed (see Appendix R).  
As a history of negative childhood events was closely associated with the 
Measure of Parental Style (see Appendix S), individual negative childhood events were 
not explored further in relation to PTSD. 
3.1  Perceived Parenting Behaviours and PTSD Diagnosis 
  To explore the relationship between perceived childhood parenting severity 
(MOPS scores) and the incidence of PTSD diagnoses, a series of t-tests were conducted 
as presented in Table 3.   
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Table 3 
 
Relationships between Perceived Parenting Style Scores and PTSD Diagnosis 
 
              Mean (± Standard Deviation) 
           __________________________ 
    PTSD   No  PTSD 
Parenting Style    (n = 163)  (n = 57)    t           df               p  
 
Maternal Parenting    .41 ± .51    .22 ± .27  -3.44          185    .001 
   Mother Indifference   .31 ± .56    .14 ± .38  -2.57          141    .011 
   Mother Abuse    .28 ± .54    .09 ± .23  -3.61          212    .000 
   Mother Overcontrol   .73 ± .73    .52 ± .45  -2.51          158    .013 
Paternal Parenting    .56 ± .67    .29 ± .42  -3.60          159    .000   
   Father Indifference    .53 ± .71    .26 ± .47  -3.24          150    .001 
   Father Abuse    .54 ± .83    .22 ± .47  -3.50          174    .001   
   Father Overcontrol    .65 ± .71    .42 ± .50  -2.68          138    .008 
  
Note. Equal variances not assumed.    
 
The MOPS scales of indifference, abuse and overcontrol were collapsed into 
maternal and paternal parenting categories to provide an overall maternal and paternal 
parenting influence.  The analyses revealed there were significant differences in average 
parental style scores between PTSD and no-PTSD groups in both parenting categories 
and in all subscales of the MOPS.  The PTSD group experienced greater indifference, 
abuse and overcontrol from both parents than the non-PTSD group.  
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3.2  Early Maladaptive Schemas and PTSD Diagnosis  
  A series of t-tests were conducted, as presented in Table 4, to explore the 
relationship between veterans’ early maladaptive schema scores and their PTSD 
diagnosis.    
Table 4 
 
Relationships between Early Maladaptive Schema Scores and PTSD Diagnosis 
 
 
              Mean (± Standard Deviation) 
           __________________________ 
    PTSD   No  PTSD 
Early Maladaptive Schema  (n = 163)  (n = 57)    t           df               p 
  
 
Emotional Deprivation  29 ± 31  17 ± 23  -3.24          129    .002 
Abandonment     21 ± 23  05 ± 09  -7.42          214    .000 
Mistrust/Abuse    28 ± 28  06 ± 10  -8.38          216    .000 
Social Isolation    33 ± 30  08 ± 17  -7.64          175    .000 
Defectiveness/Shame   18 ± 23  04 ± 08  -7.01          217    .000   
Failure       14 ± 24  03 ± 09  -4.78          217    .000 
Dependence/Incompetence  10 ± 17  02 ± 07  -4.62          213    .000 
Vulnerability      28 ± 26  06 ± 11  -9.08          212    .000   
Subjugation      18 ± 24  05 ± 10  -5.31          212    .000   
Self-Sacrifice      42 ± 27  26 ± 20  -4.65          129    .000   
Emotional Inhibition    48 ± 32  18 ± 23  -7.41          136    .000 
Unrelenting Standards    40 ± 28  22 ± 20  -5.05          132    .000   
Entitlement      23 ± 23  09 ± 14  -5.68          163    .000    
Insufficient Self-Control  35 ± 29  11 ± 17  -7.37          164    .000 
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Table 4 (continued) 
 
 
              Mean (± Standard Deviation) 
           __________________________ 
    PTSD   No  PTSD 
Early Maladaptive Schema  (n = 163)  (n = 57)    t           df               p 
  
 
Approval Seeking    19 ± 23  07 ± 12  -4.70          180    .000 
Negativity/Pessimism   31 ± 31  08 ± 18  -6.62          163    .000 
Punitiveness      37 ± 28  17 ± 17  -6.18          154    .000 
   
Note. Equal variances not assumed. The Bonferroni correction for .05/17 is p = .003. 
  The analyses revealed there are significant differences in average early 
maladaptive schema scores between PTSD and no-PTSD groups, in every category.  
Summary of Findings of Parenting, Schemas and PTSD 
  The findings in both Table 3 and Table 4 demonstrate a concurrent relationship 
between retrospective reports of parenting, current early maladaptive schemas and PTSD 
diagnosis.  In other words, the scores for perceived parenting and for early maladaptive 
schemas are significantly higher for veterans with PTSD compared to veterans with no 
PTSD diagnosis.   
3.3  Modified Acute Stress Disorder Scale Results and PTSD Diagnosis  
   The mean score for veterans with PTSD (M = 73.74, SD = 13.56, n = 163) was 
greater than the mean score for veterans without PTSD ((M = 37.16, SD = 14.04, n = 57), 
and this difference was significant (t(218) = -17.38, p < .001).  This result indicates 
support for the diagnostic status of the Vietnam veterans. 
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3.4  Multiple Mediation of Schemas between Parenting and PTSD 
     Early  Maladaptive  Schemas  
             (Mediator Variables) 
  Path a                 Path b 
      
           P a t h   c  
Perceived Parenting                 PTSD Diagnosis 
    (Predictor  Variable)                 (Outcome Variable) 
 
Figure 2. Diagram of paths in the parenting multiple mediation model. 
3.4.1  Mediation Point (1) 
The first step for testing mediation is to show that there is a significant 
relationship between the predictor and outcome (see Path c in Figure 2).  As 
demonstrated in Table 3, significant associations were found between the MOPS 
subscales and PTSD diagnosis.  In order to test the conditions required for establishing 
mediation, with an overall perceived adverse parenting influence, the MOPS scales of 
indifference, abuse and overcontrol were collapsed into maternal and paternal parenting 
categories to predict PTSD diagnosis (see Table 5), and PTSD was regressed onto the two 
adverse parenting categories to verify there is a relationship to be mediated (Harris & 
Curtin, 2002).   
Table 5 
Regression analysis of parenting (MOPS maternal & paternal categories) as predictors of PTSD diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
Maternal Parenting  PTSD    .048    5.48**                   .12 
Paternal  Parenting     (2,  217)    .15* 
______________________________________________________________________________________          
 *p < .05, **p < .01.   
    Table 5 shows that 4.8% of the variance in PTSD is explained by the two 
predictor variables, perceived adverse maternal and paternal parenting (F(2, 217) = 5.48, 
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p = .005).  Paternal parenting has the greatest influence on PTSD.  Table 5 is used as 
point (1) in the Table 7 mediation model summary. 
3.4.2  Mediation Point (2) 
  Next, as shown in Table 6, correlations and regressions were computed between 
the perceptions of adverse maternal and paternal parenting scores and scores on these 
schemas (see Path a in Figure 2).  To demonstrate the mediating effect of the early 
maladaptive schemas, variability in parenting should account for variability in the early 
maladaptive schemas (Baron & Kenny, 1986).  
Table 6 
 
 Univariate Correlations and Regression Analysis Using Young Schema Questionnaire Subscale Scores 
and MOPS Parenting Scores as Independent Variables 
 
                      Measure of Parental Style (MOPS)  
                                                                   _________________________________________________ 
 
        F   MP  PP 
Early Maladaptive Schemas     MP      PP R²       (2, 217)          β   β 
 
Emotional  Deprivation      .17* .16* .039 4.43*  .    .12  .12 
Abandonment        .30**     .10          .090      10.74**    .31***  -.03 
Mistrust/Abuse     .27**       .17*  .079  9.36***     .25**  .07          
Social  Isolation     .24**       .14*  .061  7.08**        .23**  .05       
Defectiveness/Shame      .28**     .17*  .083  9.83***    .26***  .06            
Failure      .22**          .07  .049  5.58**      .23**    -.02             
Dependence/Incompetence  .22**        .04  .051  5.86**      .24**    -.06           
Vulnerability to Harm      .24**     .19**  .069  8.09***     .20**  .11          
 Subjugation        .23*       .24**  .080  9.39***     .16*  .17*          
Self-Sacrifice     .22**       .26**  .084  9.98***     .13  .21**          
Emotional Inhibition      .27**     .12  .075  8.79***    .27***  .01           
Unrelenting Standards      .14**      .13  .027  3.05*        .11  .09        
Entitlement     .21**  .09  .043  4.83**         .20**  .01   
Insufficient Self-Control      .21**     .16*  .050  5.72**      .17*  .10            
Approval Seeking      .17*        .13  .033  3.65*       .14  .07                 
Negativity/Pessimism    .24**          .16*  .062  7.17**       .21**  .08        
Punitiveness        .21**      .17*  .050  5.73**          .17*  .10     
 
*p < .05, **p < .01, ***p < .001.  MP = maternal parenting, PP = paternal parenting. 
 
  Table 6 shows that the strongest associations appear to be between the perceptions 
of maternal and paternal parenting scores and the vulnerability to harm, subjugation, and 
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self-sacrifice early maladaptive schema scores.  Between 2.7% and 9.0% of the variance 
in the early maladaptive schemas is explained by the combined predictor variables, 
perceived adverse maternal and paternal parenting.  Perceived maternal parenting style 
seems to have a stronger association with early maladaptive schemas than perceived 
paternal parenting style, and this association may reflect maternal patterns of family 
influence through the 1940s to early1960s.  Maternal parenting is the most important 
predictor of the abandonment (β = .31, p < .001), emotional inhibition (β = .27, p < .001), 
defectiveness/shame (β = .26, p < .001), and mistrust/abuse (β = .25, p = .001) schemas.  
3.4.3  Mediation Point (3) 
Given the exploratory nature of the study, the relationship between early 
maladaptive schemas and PTSD diagnosis was examined (Harris & Curtin, 2002).  To 
demonstrate the mediating effect of the early maladaptive schemas, variability in the 
early maladaptive schemas should account for a significant portion of the variability in 
PTSD (Baron & Kenny, 1986).  Table 4 shows that the early maladaptive schema scores 
are associated with PTSD diagnosis (see Path b in Figure 3).  As shown at Table 7, this 
association persists after controlling for other correlates of PTSD.  At point (3) in Table 
7, the scores on the 17 early maladaptive schemas were used to predict PTSD.  
3.4.4  Mediation Point (4) 
To test whether the 17 early maladaptive schemas, as measured by the YSQ L3 
questionnaire (Young & Brown, 2003), mediate the relationship between perceptions of 
parenting, as measured by the MOPS questionnaire, and PTSD diagnosis, results were 
analysed as described by Harris and Curtin (2002).  Table 7 presents an overall picture of 
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the mediation analysis with the 17 early maladaptive schemas entered as a block into the 
regression model.   
Table 7 
 
Regression Model Testing 17 Early Maladaptive Schema Scores as Multiple Mediators between Perceived 
Parenting (MOPS Maternal and Paternal Scores) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable    ∆R²   F for ∆R² (df)   β 
 
______________________________________________________________________________________ 
 
(1) MP      PTSD      .048    5.48**                  .12 
          P P          ( 2 ,   2 1 7 )     . 1 5 *  
 
(2) MP      All 17 Schemas    (see Table 6) 
            P P           
 
(3)  All  17  Schemas  PTSD    .225     3.46***     
        ( 1 7 ,   2 0 2 )  
 
(4) Step 1 
          All  17  Schemas  PTSD    .225   3.46***      
        ( 1 7 ,   2 0 2 )     
      Step 2       
      Parenting variables entered  
      MP      PTSD      .017    2.26                 -.02              
            P P          ( 2 ,   2 0 0 )     . 1 5 *    
______________________________________________________________________________________ 
Note. MP = maternal parenting, PP = paternal parenting.  *p < .05, **p < .01, ***p < .001. 
 
 
3.4.5  Mediation Review and Conclusion 
Firstly, to test the conditions required for establishing mediation, PTSD was 
regressed onto maternal and paternal parenting (see point (1) in Table 7) which proved 
significant.  Testing for the possibility of early maladaptive schemas serving as 
mediators, perceived maternal and paternal parenting scores were used to predict early 
maladaptive schema scores (see Table 6 and point (2) in Table 7).  Next, the scores of all 
17 schemas were together used to predict PTSD (see point (3) in Table 7) (Harris & 
Curtin, 2002).  This analysis revealed that the 17 early maladaptive schema scores, as 
measured by the YSQ L3 (Young & Brown, 2003), accounted for 22.5% of the variability 
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in PTSD (F(17, 202) = 3.46, p < .001).  Finally, the utility of perceived adverse parenting 
to predict PTSD diagnosis, while controlling for the relationship between the 17 early 
maladaptive schemas and PTSD, was tested (see point (4) in Table 7).  First, the 17 early 
maladaptive schemas were forced into the model (see Step 1 at Point (4) in Table 7) 
(Harris & Curtin, 2002).  Step 2 at Point (4) in Table 7 showed that the significant 
variability in PTSD (4.8%) accounted for by perceived parenting in the absence of 
controlling for the 17 schemas decreased to a non-significant 1.7% when controlling for 
the 17 early maladaptive schemas (F(2, 200) = 2.26, p = .107) (Harris & Curtin, 2002).  
Table 8 
 
Regression Model Testing 17 Early Maladaptive Schema Scores as Multiple Mediators between Perceived 
Parenting (MOPS Maternal and Paternal Scores) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable    ∆R²   F for ∆R² (df)   β 
 
______________________________________________________________________________________ 
 
(1) MP      PTSD      .048    5.48**                  .12 
          P P          ( 2 ,   2 1 7 )     . 1 5 *  
 
(2) MP      All 17 Schemas    (see Table 6) 
            P P           
 
(3)ED      PTSD      .225     3.46***                -.05   
          A B          ( 1 7 ,   2 0 2 )   . 0 7  
          M A             . 1 1  
          S I             . 0 7  
          D S             . 0 6  
     FA                                 -.13 
     DI                                 -.02 
          V U             . 1 9  
     SB                                 -.09 
     SS                                 -.04 
          E I             . 1 9  
          U S             . 0 3  
          E T             . 0 1  
          I S             . 1 4  
          A S             . 0 1  
     NP                                 -.03 
     PU                                 -.04 
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Table 8 (continued) 
 
 
Independent   Dependent   
variable    variable    ∆R²   F for ∆R² (df)   β 
 
______________________________________________________________________________________ 
 
 
(4)  Step  1     
     Parenting variables entered  
     MP      PTSD      .048    5.48**                  .12              
          P P          ( 2 ,   2 1 7 )     . 1 5 *    
 
     Step 2 
     MP      PTSD      .194    3.02***                -.02   
          P P          ( 1 7 ,   2 0 0 )   . 1 5 *  
     ED                                 -.07   
          A B             . 1 1  
          M A             . 1 1  
          S I             . 0 7  
          D S             . 0 5  
     FA                                 -.11 
     DI                                 -.01 
          V U             . 1 7  
     SB                                 -.13 
     SS                                 -.07 
          E I             . 2 1 *  
          U S             . 0 3  
          E T             . 0 2  
          I S             . 1 1  
          A S             . 0 2  
     NP                                 -.03 
     PU                                 -.04 
 
______________________________________________________________________________________ 
Note. MP = maternal parenting, PP = paternal parenting. *p < .05, **p < .01, ***p < .001. 
ED = emotional deprivation, AB = abandonment, MA = mistrust/abuse, SI = social isolation,                                            
DS = defectiveness/shame, FA = failure, DI = dependence/incompetence, VU = vulnerability, SB = subjugation,               
SS = self-sacrifice, EI = emotional inhibition, US = unrelenting standards, ET = entitlement,                                                  
IS = insufficient self-control, AS = approval seeking, NP = Negativity/Pessimism, PU = punitiveness. 
 
Using the Baron and Kenny (1986) model in Table 8 to check the Harris and 
Curtin (2002) process and Table 7 results, at point (4) step 1 the two parenting variables 
were entered first and then the 17 schemas were entered.  The emotional inhibition 
schema appeared to be the most important predictor (β = .21, p = .043). 
These findings from the Harris and Curtin approach (Table 7), which combines 
maternal and paternal parenting scores, support the hypothesis that the combined 17 early 
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maladaptive schemas (Young & Brown, 2003) mediate the relationship between 
perceptions of adverse parenting (MOPS) and PTSD symptoms. However, there was no 
evidence that schemas mediated links between PTSD and individual maternal and 
paternal parenting scores when each was examined separately in the Baron and Kenny 
approach (Table 8) as scored and analysed by McGinn et al. (2005). 
3.5  Single Mediation of Schemas between Parenting and PTSD 
Utilising the procedure of Baron and Kenny (1986), the first step for testing single 
mediation is to show that there is a significant relationship between the predictor and 
outcome (Path c in Figure 2).  As demonstrated in Table 9, significant associations were 
individually found between maternal parenting and PTSD diagnosis and paternal 
parenting and PTSD diagnosis.  
Table 9 
 
Regression of Perceived Maternal Parenting (MOPS Scores) and PTSD Diagnosis and Perceived Paternal 
Parenting (MOPS Scores) and PTSD Diagnosis  
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )    
______________________________________________________________________________________  
Note. MP = maternal parenting.  PP = paternal parenting. *p < .05, **p < .01.  
 
A role for each early maladaptive schema as a mediator in the relationship 
between each individual adverse parenting variable and PTSD diagnosis was explored 
and tested using the Sobel test (see Appendix V).  A summary of Sobel testing for single 
mediation of the individual parenting-PTSD link is found at Table 10. 
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Table 10 
 
Regression Analyses of Path a and Path b and Sobel Tests of the Indirect Effect of the Independent 
Variable on the Dependent Variable via the Schema Mediator 
 
     Path a             Path b      Sobel Test 
_________________________   _________________________   ________ 
 
IV MV  B SE  B   MV  DV  B SE  B   Z            p 
 
 
MP  ED  .316*  .126     ED  PTSD  .277**  .098   1.88 .061 
PP  ED  .233*  .095   ED  PTSD  .277**  .098   1.85 .064 
 
MP  AB  .412***  .089   AB  PTSD  .665***  .129   3.44 .0005 
PP  AB  .100 .070   AB  PTSD  .665***  .129   1.38 .169 
 
MP  MA .456***  .109   MA PTSD  .605***  .105   3.38 .0007 
PP  MA .214*  .084   MA PTSD  .605***  .105   2.33 .019 
 
MP  SI  .460***  .124   SI  PTSD  .547***  .093   3.14 .002 
PP  SI  .194*  .096   SI  PTSD  .547***  .093   1.91 .055 
 
MP  DS  .380***  .087   DS  PTSD  .635***  .133   3.22 .001 
PP  DS  .169*  .068   DS  PTSD  .635***  .133   2.20 .027 
 
MP  FA  .306**  .019   FA  PTSD  .432**  .132   2.33 .019 
PP  FA  .073 .071   FA  PTSD  .432**  .132   0.98 .327 
 
MP  DI  .219**  .066   DI  PTSD  .596**  .185   2.31 .020 
PP  DI  .031 .051   DI  PTSD  .596**  .185   0.60 .550 
 
MP VU .390***  .105    VU PTSD  .686***  .108    3.21  .001 
PP  VU  .230**  .080   VU  PTSD  .686***  .108   2.62 .008 
 
MP  SB  .331**  .094   SB  PTSD  .476***  .128   2.56 .010 
PP  SB  .257***  .071   SB  PTSD  .476***  .128   2.59 .009 
 
MP  SS  .362**  .111   SS  PTSD  .441***  .108   2.55 .010 
PP SS .333***  .083    SS PTSD  .441***  .108    2.86  .004 
 
MP  EI  .573***  .137   EI  PTSD  .523***  .082   3.50 .0004 
PP  EI  .188 .106   EI  PTSD  .523***  .082   1.71 .087 
 
MP  US  .248*  .115   US  PTSD  .460***  .105   1.93 .053 
PP  US  .171 .087   US  PTSD  .460***  .105   1.79 .072 
 
MP  ET  .288**  .093   ET  PTSD  .582***  .129   2.55 .010 
PP  ET  .092 .071   ET  PTSD  .582***  .129   1.24 .213 
 
MP  IS  .369**  .119   IS  PTSD  .568***  .097   2.74 .006 
PP  IS  .222*  .091   IS  PTSD  .568***  .097   2.25 .024 
 
MP  AS  .235*  .093   AS  PTSD  .470***  .131   2.06 .039 
PP  AS  .134 .071   AS  PTSD  .470***  .131   1.67 .094 
 
  85                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
Table 10 (continued) 
 
     Path a             Path b      Sobel Test 
_________________________   _________________________   ________ 
 
IV MV  B SE  B   MV  DV  B SE  B   Z            p 
 
 
MP  NP  .454***  .125   NP  PTSD  .490***  .093   2.99 .003 
PP  NP  .230*  .096   NP  PTSD  .490***  .093   2.18 .029 
 
MP  PU  .351**  .114   PU  PTSD  .521***  .104   2.62 .008 
PP  PU  .213*  .086   PU  PTSD  .521***  .104   2.22 .026  
    
 
Note. IV = independent variable, MV = mediating variable, DV = dependent variable, MP = maternal 
parenting, PP = paternal parenting, ED = emotional deprivation, AB = abandonment, MA = mistrust/abuse, 
SI = social isolation, DS = defectiveness/shame, FA = failure, DI = dependence/incompetence, VU = 
vulnerability, SB = subjugation, SS = self-sacrifice, EI = emotional inhibition, US = unrelenting standards, 
ET = entitlement, IS = insufficient self-control, AS = approval seeking, NP = negativity/pessimism,         
PU = punitiveness. *p < .05, **p < .01, ***p < .001.    
  
In single mediation, the Sobel tests indicated that fifteen schemas individually 
mediated the adverse maternal parenting-PTSD link (abandonment, mistrust/abuse, social 
isolation, defectiveness/shame, failure, dependence/incompetence, vulnerability to harm, 
subjugation, self-sacrifice, emotional inhibition, entitlement, insufficient self-control, 
approval seeking, negativity/pessimism, and punitiveness), and eight schemas 
individually mediated the adverse paternal parenting-PTSD link (defectiveness/shame, 
mistrust/abuse, vulnerability to harm, subjugation, self-sacrifice, insufficient self-control, 
negativity/pessimism, and punitiveness).   
3.6  Vietnam War Demographics and PTSD Diagnosis 
Table 11 shows associations (chi-square) of data of veterans’ war events and 
PTSD diagnosis.  
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Table 11 
Relationships between Vietnam War Events and PTSD Including Diagnosis Count 
________________________________________________________________________ 
 
Vietnam War Event      PTSD Diagnosis        No PTSD     Total         Fisher’s 
        ( n = 163)    (n = 57)      (N = 220)        Exact Test 
      
 
Wounded           32      5      37    .066 
     ( 2 0 % )    ( 9 % )    ( 1 7 % )  
 
Hospitalised           61   12       73   .033* 
     (37%)   (21%)   (33%) 
 
Two + Tours of Duty       25      8      33    .999 
     (15%)   (14%)   (15%) 
 
Combat  Role     114   38   152   .739 
(Not support role)      (70%)   (67%)       (69%)  
 
Age First Tour <21        38    16      54    .479 
          (23%)   (28%)   (24%)   
________________________________________________________________________  
Note. *p < .05.   
  Admission to hospital in Vietnam was the only Vietnam War variable of 
significance for PTSD diagnosis.  There was no significant difference (t(218) = .911,       
p = .363) between ages in the first tour of Vietnam in relation to PTSD diagnosis (M = 
22.2, SD = 3.7, n =  163) and no PTSD diagnosis (M = 22.8, SD = 5.2, n =  57).  
 3.7  Multiple Mediation of Schemas between Hospitalised in Vietnam and PTSD   
A possible role for early maladaptive schemas as mediators in the relationship 
between the significant Vietnam War experience and PTSD diagnosis was explored.  The 
mediation model utilised by Harris and Curtin (2002) was again used, and checked 
against the Baron and Kenny (1986) model testing beta weights (e.g., McGinn et al., 
2005).  
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     Early  Maladaptive  Schemas  
             (Mediator Variables) 
  Path a                 Path b 
      
           P a t h   c  
Hospital Patient                  PTSD Diagnosis 
    (Predictor  Variable)                 (Outcome Variable) 
 
Figure 3. Diagram of paths in the war multiple mediation model. 
3.7.1  Mediation Point (1) 
As an association exists between the “hospital patient in Vietnam” variable and 
PTSD diagnosis (see Table 11), PTSD was regressed onto the war variable in Table 12 
(see Path c in Figure 3).    
Table 12 
Regression Analysis of Hospitalised in Vietnam as a Predictor of PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
Hospitalised    PTSD    .023    5.18*                   .15* 
       ( 1 ,   2 1 8 )      
______________________________________________________________________________________          
 *p < .05.   
  Table 12 shows that 2.3% of the variance in PTSD was explained by the predictor 
variable “hospital patient in Vietnam” (F(1, 218) = 5.18, p = .024).  
3.7.2  Mediation Point (2) 
Next, as shown in Table 13, to explore for an association, correlations and 
regressions were computed between the “hospital patient in Vietnam” variable and scores 
on the 17 early maladaptive schemas (see Path a in Figure 3).  
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Table 13 
 
 Univariate Correlations and Regression Analysis Using Young Schema Questionnaire Subscale Scores 
and the Hospitalisation variable as an Independent Variable 
 
                   Vietnam War Experience  
                                                                   ____________________________________ 
 
Early Maladaptive Schemas     Hospitalised      R²                   F (2, 217)    β (Standardised)    
 
Emotional  Deprivation    .13   .014   3.01  .   .12 
Abandonment        .13    .018                4.07*    .03*   
Mistrust/Abuse        .10    .010    2.19    .10             
Social  Isolation     .15*   .015    3.22    .12             
Defectiveness/Shame      .28**    .054               12.38**    .23**             
Failure      .17*   .020   4.20*    .14*             
Dependence/Incompetence  .14*   .013   2.95    .12               
Vulnerability to Harm      .16*    .015    3.34    .12             
 Subjugation        .09    .013    2.82     .11            
Self-Sacrifice     .18**   .025   5.66*    .16*             
Emotional Inhibition      .15*    .025    5.50*    .16*             
Unrelenting Standards      .10    .004    0.82    .06             
Entitlement        .09    .006    1.28     .08            
Insufficient Self-Control      .21**    .039    8.77**    .20**               
Approval  Seeking   .07   .002   0.52   .05                    
Negativity/Pessimism      .10    .008    1.72    .09             
Punitiveness        .21**    .046               10.53**    .22**             
 
*p < .05, **p < .01.   
 
As shown in Table 13, the strongest associations between schemas and being 
hospitalised in Vietnam were for defectiveness/shame, punitiveness, and insufficient self-
control.  Between 3.9 percent and 5.4 percent of the variance in these three early 
maladaptive schemas was explained by the predictor variable.  The nine schema variables 
selected for analyses in Table 14 were significantly related to hospitalisation in the 
Vietnam War (see Path a in Figure 3). 
3.7.3  Mediation Point (3) 
The early maladaptive schema scores are associated with PTSD diagnosis as seen 
in Table 4 (see Path b in Figure 3).  At point (3) in Table 14, the scores on the nine early 
maladaptive schemas were used to predict PTSD.  
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3.7.4  Mediation Point (4) 
Table 14 
 
Regression Model Testing 9 Early Maladaptive Schema Scores as Multiple Mediators between the 
Significant Hospitalised in Vietnam Experience and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable    ∆R²   F for ∆R² (df)  β (Standardised)  
______________________________________________________________________________________ 
 
(1) Hospitalised    PTSD      .023    5.18*        .15*           
                      ( 1 ,   2 1 8 )  
 
(2) Hospitalised    SI DS      (see Table 13) 
            FA DI 
   V U   S S      
   E I     I S  
   P U  
    
(3)  SI  DS   PTSD    .215     6.40***     
          F A   D I         ( 9 ,   2 1 0 )  
     VU SS     
     EI IS 
     PU       
 
(4) Step 1 
          SI      PTSD    .215     6.40***   .11   
     DS                           (9, 210)   .05 
     FA                                 -.11 
     DI                               -.04 
          V U            . 2 1 *  
     SS                               -.04 
          E I            . 1 9  
          I S            . 1 3  
     PU                               -.01 
    
      Step 2       
      Vietnam War variable entered  
      Hospitalised    PTSD      .006       1.64    .08                  
                     ( 1 ,   2 0 9 )      
______________________________________________________________________________________ 
Note. SI = social isolation, DS = defectiveness/shame, FA = failure, DI = dependence/incompetence,  
VU = vulnerability, SS = self-sacrifice, EI = emotional inhibition, IS = insufficient self-control,  
PU = punitiveness.  *p < .05, ***p < .001. 
 
First, the nine significant early maladaptive schemas were forced into the model 
(see Point (4) and Step 1 in Table 14) (Harris & Curtin, 2002).  In Step 2 of Point (4), the 
significant variability in PTSD (2.3%) accounted for by the Hospitalised in Vietnam war 
variable in the absence of controlling for the nine schemas decreased to a non-significant 
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0.6% when controlling for the nine early maladaptive schemas (F(1, 209) = 1.64,                  
p = .202) (Harris & Curtin, 2002).   
Table 15 
 
Regression Model Testing 9 Early Maladaptive Schema Scores as Multiple Mediators between the 
Significant Hospitalised in Vietnam Experience and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable    ∆R²   F for ∆R² (df)  β (Standardised)  
______________________________________________________________________________________ 
 
(1) Hospitalised    PTSD      .023    5.18*        .15*           
                      ( 1 ,   2 1 8 )  
 
(2) Hospitalised    SI  DS      (see Table 13) 
            FA DI 
   V U   S S      
   E I     I S  
   P U  
 
(3)    SI      PTSD    .215     6.40***   .11    
            D S            ( 9 ,   2 1 0 )    . 0 5  
      FA                               -.11 
      DI                               -.04 
            V U            . 2 1 *  
      SS                                 -.04     
            E I              . 1 9  
            I S            . 1 3  
      PU                               -.01 
 
 (4) Step 1       
      Vietnam War variable entered  
      Hospitalised    PTSD      .023       5.18*    .15*                  
                     ( 1 ,   2 1 8 )      
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Table 15 (continued) 
 
 
Independent   Dependent   
variable    variable    ∆R²   F for ∆R² (df)  β (Standardised)  
______________________________________________________________________________________ 
 
Step 2 
      Hospitalised    PTSD      .198     5.91***    .08 
                   ( 9 ,   2 0 9 )  
          S I              . 1 2    
     DS                               .03 
     FA                                 -.11 
     DI                               -.04 
          V U            . 2 2 *  
     SS                               -.05 
          E I            . 1 9  
          I S            . 1 2  
     PU                               -.02     
_____________________________________________________________________________________ 
Note. SI = social isolation, DS = defectiveness/shame, FA = failure, DI = dependence/incompetence,  
VU = vulnerability, SS = self-sacrifice, EI = emotional inhibition, IS = insufficient self-control,  
PU = punitiveness.  *p < .05, ***p < .001. 
 
Using the Baron and Kenny (1986) model in Table 15 as a check of the Harris and 
Curtin (2002) process and Table 14 results, at point (4) the hospitalised in Vietnam 
variable was entered first and then the nine schemas were entered.  The reduction in 
significance of the hospitalised in Vietnam score from (β = .15, p = .024) to (β = .08,             
p = .202) with the entry of the nine schema scores suggested that the nine early 
maladaptive schemas mediated the relationship between the hospitalised in Vietnam war-
experience and PTSD symptoms.  The vulnerability schema at step 2 (Table 15) appeared 
to be the most important predictor (β = .22, p = .032).  In a separate exploratory analysis, 
the results did not change when all 17 schemas were entered: hospitalised in Vietnam          
(β = .09, p = .174) at point (4) step 2.   
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3.8  Single Mediation of Schemas between Hospitalised in Vietnam and PTSD   
A role for individual early maladaptive schemas as mediators in the relationship 
between the significant Vietnam War experience and PTSD diagnosis was explored 
utilising the procedure of Baron and Kenny (1986). 
A two-tailed association was found between the hospital patient in Vietnam 
variable and PTSD diagnosis (Path c) (see Table 11), so mediation analyses and Sobel 
testing proceeded with the nine early maladaptive schemas (see Tables at Appendix W) 
significantly related to the hospitalised in Vietnam variable (see Table 13).  A summary 
of Sobel testing for single mediation of the hospitalised in Vietnam-PTSD link is found in 
Table 16. 
Table 16 
 
Regression Analyses of Path a and Path b and Sobel Tests of the Indirect Effect of the Independent 
Variable on the Dependent Variable via the Schema Mediator 
 
     Path a             Path b      Sobel Test 
_________________________   _________________________   ________ 
 
IV MV  B SE  B   MV  DV  B SE  B   Z            p 
 
 
HO  SI  .076 .042   SI  PTSD  .547***  .093   1.73 .083  
HO  DS  .105**  .030   DS  PTSD  .635***  .133   2.82 .004 
HO  FA  .064*  .031   FA  PTSD  .432**  .132   1.75 .081 
HO  DI  .039 .022   DI  PTSD  .596**  .185   1.55 .120 
HO  VU  .066 .036   VU  PTSD  .686***  .108   1.76 .078 
HO  SS  .089*  .038   SS  PTSD  .441***  .108   2.03 .042 
HO  EI  .110*  .047   EI  PTSD  .523***  .082   2.20 .028 
HO  IS  .119**  .040   IS  PTSD  .568***  .097   2.65 .008 
HO  PU  .123**  .038   PU  PTSD  .521***  .104   2.72 .006  
 
Note. IV = independent variable, MV = mediating variable, DV = dependent variable, HO = hospitalised in 
Vietnam, AB = abandonment, DS = defectiveness/shame, SS = self-sacrifice, FA = failure, EI = emotional 
inhibition, IS = insufficient self-control, PU = punitiveness. *p < .05, **p < .01, ***p < .001.   
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Results showed that the defectiveness/shame, self-sacrifice, emotional inhibition, 
insufficient self-control, and punitiveness schemas mediated the war experience-PTSD 
link. 
3.9  MANOVA: Childhood, Vietnam, Parenting, Schemas and PTSD Diagnosis  
  A multivariate analysis of variance (MANOVA) was conducted to explore the 
relationship between veterans’ PTSD diagnosis, significant childhood events, the 
Vietnam War experience, perceptions of adverse parenting, and early maladaptive 
schemas.  Only variables that previously had a significant relationship with PTSD were 
entered into the model (see Table 17).  Having been a hospital patient in Vietnam, 
witnessing domestic violence perpetrated on the veterans’ mother, mother unemployed 
outside the family home, child living with a stepfather, and perceived adverse maternal 
and paternal parenting were entered as covariates, and 17 early maladaptive schemas 
were entered as dependent variables.   
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Table 17 
 
Multivariate Tests between Veterans’ PTSD Diagnosis, Early Maladaptive Schema 
Scores and Significant Covariates of Early Childhood Events, Hospital Patient in 
Vietnam and Perceptions of Parenting  
 
Effect                 F(17, 191)              Partial η² 
 
Hospital  Patient  in  Vietnam      1.12    .09 
       
Push,  Grab,  Slap  Mum   0.90    .07 
 
Mother  Unemployed     0.87    .07 
 
Live  with  Stepfather     1.33    .11 
                   
Maternal  Parenting     1.79*    .14 
        
Paternal  Parenting     2.47**    .18 
        
PTSD            2.80***    .20                 
________________________________________________________________________ 
Note. Pillai’s Trace.  *p < .05, **p < .01, ***p < .001.  
Multivariate model results at Table 17 show the significant main effects are 
between PTSD and the 17 early maladaptive schemas (Pillai’s Trace: F(17, 195) = 2.80, 
p < .001), paternal parenting and the 17 early maladaptive schemas (Pillai’s Trace: F(17, 
195) = 2.47, p = .002), and maternal parenting and the 17 early maladaptive schemas 
(Pillai’s Trace: F(17, 195) = 1.79, p = .030).  The effect size measure, partial η², indicates 
how much of the total variance is explained by the main effect.  In this study, PTSD 
accounted for 20 percent, paternal parenting 18 percent, and maternal parenting             
14 percent, of the variability in the early maladaptive schema scores.   
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CHAPTER 4  
DISCUSSION 
4.0  Aim and Hypotheses                                                                                                                               
The aim of this study was to investigate the relationship between an adverse 
childhood environment, current early maladaptive schemas and PTSD diagnosis in 
Vietnam War veterans.  Support was found for the hypotheses that Vietnam veterans with 
high early maladaptive schema scores, as measured by the YSQ-L3, and high recalled 
childhood negative parenting behaviours as captured by the MOPS, were more likely to 
meet diagnostic criteria for PTSD than veterans with low early maladaptive schema 
scores and low recalled negative parenting behaviours.   
Support was also found for the hypothesis that in Vietnam veterans, the 
relationship between recalled negative parenting, as recorded by the MOPS, and PTSD 
diagnosis, was mediated by early maladaptive schemas.  This finding is similar to other 
studies that have provided evidence for the role of cognitive mediation in the relationship 
between negative parenting styles and adult psychopathology (e.g., Harris & Curtin, 
2002; McGinn et al., 2005; Meyer & Gillings, 2004; Shah & Waller, 2000; Turner et al., 
2005).  Furthermore, it was found that the relationship between being hospitalised during 
the Vietnam War and PTSD diagnosis was mediated by early maladaptive schemas. 
These findings suggest that early maladaptive schemas are a vulnerability factor 
in PTSD development and maintenance, and/or that a war-related event and PTSD 
symptoms influence maladaptive schema development. 
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4.1  Negative Childhood Events and PTSD Diagnosis   
Childhood negative events associated with PTSD in the present study were 
witnessing domestic violence, the mother being unemployed outside the family home, 
and living with a stepfather.  These factors may indicate that childhood family problems 
may increase vulnerability to PTSD (e.g., King et al., 1996).  However, other 
vulnerability factors were not evident in the present study, such as physical or sexual 
abuse, and family or personal psychiatric history (e.g., Andrews et al., 2000; Andrews, et. 
al., 2003; Antony & Barlow, 2002; Barlow, 2001; Herman, 1997; Koenen et al., 2003; 
Kulka et al., 1990a; Stovall-McClough & Cloitre, 2006).  These vulnerability factors may 
not have significantly manifested because the study sample was not large with low 
frequency rates for abuse and psychiatric history.      
4.2  Negative Childhood Events and Adverse Parenting  
In the present study, about 50 percent of the variance in negative maternal and 
paternal parenting was accounted for by the 26 study childhood negative life event 
predictors (see Appendix S).  The associations between recalled potentially verifiable 
difficult childhood events and perceptions of undesirable parenting support the MOPS as 
a self-report measure that assesses attitudes and behaviours reflecting the parent-child 
bond (Parker et al, 1979; Parker, 1983, 1994; Parker, Roussos, et al., 1997).  These 
parent-related memories may have been kept current by contact with parents and other 
family members over the years. 
4.3  Negative Childhood Events and Early Maladaptive Schemas 
The only recalled childhood event associated with all 17 early maladaptive 
schemas was the child’s father being unemployed.  The two domestic violence variables 
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where the child’s father kicked, bit, and repeatedly hit the child’s mother, and the child 
ran away from home, were all associated with eight or more schemas.  All other negative 
childhood variables had a very weak or nil relationship with early maladaptive schemas.  
This finding may indicate a key role for adverse parenting in early maladaptive schema 
development rather than any specific adverse childhood event.   
4.4  Adverse Parenting and Early Maladaptive Schemas 
The significant bivariate relationships (Table 6) between  maternal and                   
paternal MOPS scores and the early maladaptive schema scores may suggest, in line with 
early maladaptive schema theory (Young, 1999), that negative parenting is related to 
early maladaptive schema development.  According to Young et al. (2003), the 
abandonment, mistrust/abuse, and defectiveness/shame schemas are three of “the most 
powerful and damaging schemas from the list of 18 early maladaptive schemas” (p. 8).  
As children, it is likely that these veterans were abandoned, abused, neglected, or 
rejected, possibly by their mother according to the MOPS results.  This may suggest that, 
with these veterans, mothers may have a major role in the development of early 
maladaptive schemas in their children.  Given schema theory conceptualisations, it is 
possible that veterans with these schemas may have expectations that their needs for 
security, safety, stability, nurturance, empathy, sharing of feelings, and respect would not 
be met in a predictable manner (Young et al., 2003).  Veterans with the emotional 
inhibition schema may exhibit excessive inhibition of spontaneous action, feeling, or 
communication, usually to avoid disapproval, feelings of shame, or losing control of 
impulses.  The typical family of origin is considered “grim, demanding, and sometimes 
punitive” with requirements for firm rule following (Young et al., 2003).   
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    The strongest association between paternal parenting and the 17 early maladaptive 
schemas was the self-sacrifice schema.  Veterans with this schema may have a 
disproportionate concentration on “voluntarily” meeting the needs of others at their own 
expense.  The typical family of origin is based on conditional acceptance (Young et al., 
2003).  The results suggest that maternal parenting may have the greatest influence on 
early maladaptive schema development with these veterans.   
4.5  Adverse Parenting and PTSD Diagnosis 
The present study revealed significantly higher recalled adverse parenting (MOPS 
scores) in veterans with PTSD diagnosis than in veterans without PTSD.  Although 
genetic dispositions and biological factors can play a role in psychopathology, this 
finding seems to support the large body of research that links poor childhood parental 
bonding experiences to an increased risk for later psychopathology (e.g., Jones et al., 
2005; McGinn et al., 2005; Nordahl et al., 2005; Parker et al., 1979; Parker, Gladstone, et 
al., 1997; Platts et al., 2002; Riso & Newman, 2003; Sachs-Ericsson et al., 2006; 
Schiraldi, 2000; Soygut & Savasir, 2001; Waller, 2003).   
The MOPS was developed to capture the principal dimensions of parenting 
(indifference, abuse, and overcontrol) that put the child at greater risk of psychopathology 
(Parker, Roussos et al., 1997).  Earlier parenting inventories, such as the Parental 
Bonding Instrument (PBI; Parker et al., 1979), were designed to only measure care and 
overprotection.  The MOPS measure is distinguished from these earlier measures as it 
incorporates a scale designed specifically to assess parental abuse (e.g., physical and 
verbal violence to the child or to the other parent; and sexual abuse of the child – 
particularly when perpetrated by a parent) (Parker, Roussos et al., 1997).  This is 
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important because past reviews have found that perceived childhood abuse experiences 
are a PTSD risk factor (Brewin et al., 2000; Bromet et al., 1998).         
4.6  Early Maladaptive Schemas and PTSD Diagnosis 
Early maladaptive schemas were strongly associated with PTSD diagnosis, with 
significantly higher average schema scores in PTSD compared to no-PTSD groups.  The 
17 early maladaptive schema scores on the YSQ-L3 (Young & Brown, 2003) accounted 
for 22.5% of the variance in PTSD.  These findings are not surprising as early 
maladaptive schemas have often been associated with psychopathology (e.g., Hammen et 
al., 1995; Harris & Curtin, 2002; McGinn et al., 2005; Muris, 2006; Riso & McBride, 
2007; Sachs-Ericsson et al., 2006; Shah & Waller, 2000; Soygut & Savasir, 2001; Waller 
et al., 2000).  This may mean that some young Australian and New Zealand servicemen 
were vulnerable emotionally and cognitively prior to entering the Vietnam War, resulting 
in increased vulnerability to PTSD in higher scorers on the schema questionnaire.  
4.6.1  The Schemas Direction of Influence   
As the negative appraisals and beliefs arising from the experience of PTSD seem 
similar to the cognitive themes of some early maladaptive schemas, the schemas may 
contribute to the PTSD cognitions or PTSD may strengthen the schemas.  Either way, due 
to the cross-sectional design in the present study, the direction of influence between the 
schemas and PTSD is not clear and requires further research.   
The present findings suggest that veterans with PTSD may experience the double 
negative effect of activated maladaptive schemas and PTSD symptoms.  As an example, 
the six schemas in the present study having the strongest associations with PTSD, in 
order, are, vulnerability to harm, emotional inhibition, social isolation, insufficient self-
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control, mistrust/abuse, and negativity/pessimism.  The themes of these schemas bear a 
resemblance to the characteristics of PTSD.  It would be interesting to test this hypothesis 
utilising the YSQ-L3 instrument in a prospective design, for example with military 
personnel deploying to war zones.   
As several of the YSQ-L3 schema questionnaire items seem to describe similar 
symptoms to some PTSD related cognitions, emotions, and behaviours, this may have 
been reflected in item responding.  Some examples follow.  The vulnerability to harm 
schema seems to be similar to the DSM-IV-TR (2000) PTSD symptoms of re-
experiencing and hypervigilance, associated with the fear of imminent catastrophe or 
potential danger.  Related schema questionnaire items are: “I can’t seem to escape the 
feeling that something bad is about to happen”, “I feel that the world is a dangerous 
place” (Young & Brown, 2003).  The social isolation schema may be analogous to the 
PTSD symptoms of feeling detached and estranged from others (DSM-IV-TR, 2000), 
where the veteran becomes progressively more socially restricted.  “I don’t fit in”, I feel 
alienated from other people”, “No one really understands me” (Young & Brown, 2003).  
The mistrust/abuse schema may share similarities with PTSD symptoms of 
hypervigilence to the ongoing community rejection or insults on return from the war, and 
to related anger feelings (DSM-IV-TR, 2000).  “I feel that I cannot let my guard down in 
the presence of other people, or else they will intentionally hurt me”, “I get angry when I 
think about the ways I have been mistreated by other people throughout my life” (Young 
& Brown, 2003).  For example, Barry Heard (2007) recorded his hypervigilance and 
withdrawal behaviour, and vulnerability to harm, social isolation, and mistrust/abuse 
cognitions, after his return from the Vietnam War and discharge, “Student unrest on 
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campus increased as the anti-Vietnam cause grew rapidly.  I started doing what I always 
did ... avoiding any eye contact by sitting alone ... Next morning they were waiting for 
me on campus.  ‘Killer, murderer! Shame, Shame!” (p. 213).    
4.6.2  A Possible Pathway to Schema Activation   
Early maladaptive schemas are triggered by life events perceived (unconsciously) 
as similar to traumatic experiences of childhood, leading to strong negative emotion, such 
as shame, grief, fear, or rage (Young et al., 2003).  A possible pathway, evident from the 
high MOPS results in veterans with PTSD, is parental maltreatment.  So vulnerabilities 
from childhood in the form of early maladaptive schemas resulting from adverse 
parenting, may have lowered veterans’ resilience to stressful situations considered 
(unconsciously) similar to negative childhood parental experiences.         
As a result, the Vietnam veterans’ early maladaptive schemas may have become 
activated during highly stressful events, such as harsh pre-war military training (e.g., an 
insensitive or abusive senior officer, or a strict environment), during the Vietnam war, or 
perceived non-support post-war, depending on the nature of the schema and the nature of 
the trigger, and may have increased vulnerability to PTSD.  For example, being left alone 
for a period after an intense battle could powerfully trigger an abandonment schema and 
have a strong enduring effect on that soldier’s future cognitions related to abandonment.  
As Barry Heard (2007) reported during a post-war PTSD treatment program, “Perhaps it 
was OK for a 21 year-old kid to feel frightened, alone, inadequate, and hopeless”           
(p. 279).  As Beck (1976) noted, schemas may become stronger or weaker as a result of 
changes in the environment.   
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One possible pathway to such schema activation may involve each veteran’s 
unique and idiosyncratic schema coping styles.  These styles of overcompensation, 
avoidance, and surrender to the schema, develop early in life to circumvent the 
experience of intense, overwhelming emotions that schemas usually stimulate (Lee & 
Taylor, 2001).  When these coping strategies fail, the underlying schemas can reassert 
themselves with vast emotional strength (Young et al., 2003).  Therefore, it is possible 
that the threatening conditions of war and war-related experiences may not have 
permitted the employment of idiosyncratic schema coping styles.  Such situations may 
have led to schema activation with concomitant susceptibility to PTSD development. 
4.7  Multiple Mediation Analysis of Schemas between Parenting and PTSD 
  A multiple mediation analysis designed to test the concurrent relationship 
between retrospective reports of childhood adverse parenting, combined current early 
maladaptive schemas and PTSD diagnosis showed that all 17 early maladaptive schemas 
assessed in this study mediated the link between perceived parenting and PTSD.  The 
present study confirmed prior research (e.g., Harris and Curtin, 2002) in finding 
significant associations between parenting and psychopathology, between 
psychopathology and early maladaptive schemas, and between parenting and early 
maladaptive schemas.  However, mediation was not evident with the Baron and Kenny 
(1986) approach (Table 8) as scored and analysed by McGinn et al. (2005) where the 
predictor variable was entered first followed by the early maladaptive schema potential 
mediators in the second step, and analysed with variable beta weight significance.   
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4.8  Single Mediation Analysis of Schemas between Parenting and PTSD 
In single mediation, the Sobel tests indicated that fifteen of these schemas 
individually mediated the maternal parenting-PTSD link (abandonment, mistrust/abuse, 
social isolation, defectiveness/shame, failure, dependence/incompetence, vulnerability to 
harm, subjugation, self-sacrifice, emotional inhibition, entitlement, insufficient self-
control, approval seeking, negativity/pessimism, and punitiveness).  This may mean that 
veterans who remembered their mothers as being more indifferent, abusive and 
overcontrolling, were more likely to have cognitive and emotional styles reflecting these 
fifteen schemas, and that associated fears, insecurities and inhibitions possibly heightened 
the enduring negative effects of traumatic experiences in a war-zone and elsewhere.  This 
pathway may have contributed to PTSD vulnerability.  Eight schemas individually 
mediated the paternal parenting-PTSD link (mistrust/abuse, defectiveness/shame, 
vulnerability to harm, subjugation, self-sacrifice, insufficient self-control, 
negativity/pessimism, and punitiveness).   This may also mean that veterans who 
remembered their fathers as being more indifferent, abusive, and overcontrolling, were 
more likely to have cognitive and emotional styles reflecting these eight schemas that 
similarly may have contributed to war-zone stress and PTSD vulnerability. 
Both the multiple and single mediation outcomes suggest that adverse parenting 
creates a vulnerability to PTSD by creating maladaptive schemas. 
4.9  Vietnam War Variables and PTSD Diagnosis  
Being a hospital patient (wounded, illness, accident) in Vietnam was the only 
Vietnam War variable of significance for PTSD diagnosis.  This finding harmonises with 
war-zone research, where the severity of traumatic exposure, such as the death or 
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suffering of others (Creamer & Forbes, 2003), in this instance within a war-zone military 
hospital, can contribute to the development of psychiatric problems particularly chronic 
PTSD (King et al., 1996; Koenen et al., 2003).  It is surprising that the “wounded” 
variable was not associated with PTSD diagnosis as the literature reported being 
wounded was a risk associated with symptoms of PTSD (Chemtob et al., 1999).  
However, in the present study the sample of wounded soldiers was small.  Thirty-two 
percent of all the wounded were not admitted to hospital leading to speculation that these 
were superficial or not medically serious wounds.  An Australian study (O’Toole et al., 
1999) also found that being wounded was not related to PTSD.    
The present study did not find age at time of service in Vietnam to be significant 
for PTSD diagnosis.  This is contrary to United States Vietnam veteran research findings 
(Green et al., 1990; King et al., 1996).  This study discrepancy may be attributed to 
differences between United States and Australian soldiers’ average age in Vietnam.  
United States males were conscripted at 18 years of age and could find themselves in the 
battle zone within six-months, with an average age for combatants at 19 years of age 
(Herman, 1997).  Australians were conscripted at 20 years of age and usually spent at 
least 12 months training for Vietnam.  In the present study only 24 percent of Australian 
and New Zealand servicemen were under 21 years of age during the first combat tour and 
the average age of all servicemen was 22 years.  This seems in line with the King et al. 
(1996) study that found male veterans who entered the war at a younger age displayed 
more PTSD symptoms than those who were older at time of war service.   
It is of interest that war role in Vietnam was not significant for PTSD diagnosis.  
By definition, combat role refers to an operational function involving direct contact with 
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the enemy.  Support role refers to an operational function in a secure base-area or ship, 
providing supplies, logistics, medical and nursing care, maintenance and administration.  
The present study finding may indicate that the hostile environment of the Vietnam War 
did not provide a place or role safe from the threat of enemy action, thereby increasing 
PTSD risk.  This may imply that perceived life threat might be a stronger predictor of 
subsequent adjustment than the actual level of threat (Andrews et al., 2003), although the 
actual level of threat was always high (Ham, 2007).  King et al. (1995) and Lauterbach 
and Vrana (2001) found that perception of threat was a stronger predictor of PTSD than 
the intensity of combat.   
4.10  Multiple Mediation of Schemas between the War Experience and PTSD 
Eleven early maladaptive schemas (social isolation, defectiveness/shame, failure, 
dependence/incompetence, vulnerability to harm, self-sacrifice, emotional inhibition, 
unrelenting standards, insufficient self-control, approval-seeking, and punitiveness) 
mediated the relationship between the Vietnam War experience (hospitalised in Vietnam) 
and PTSD symptoms.  This implies that the combined maladaptive schemas link the 
influence of the Vietnam War experience to PTSD diagnosis.   
This finding suggests that being hospitalised in Vietnam may have activated or 
strengthened maladaptive schemas.  Trauma is powerful in stimulating schematic 
functioning as activation thresholds of dysfunctional schemas decrease significantly 
(Simmons & Granvold, 2005).   
4.11  Single Mediation of Schemas between the War Experience and PTSD 
Single mediation with Sobel testing indicated that the link between the 
hospitalised in Vietnam variable and PTSD diagnosis was mediated by the 
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defectiveness/shame, self-sacrifice, emotional inhibition, insufficient self-control, and 
punitiveness schemas.  This may mean that the debilitating experience of being a hospital 
patient in Vietnam may have activated, enhanced, or even developed these five 
maladaptive schemas to produce an ongoing sense of shame, insecurity, impulsiveness 
(possibly related to alcohol abuse), low self-esteem, and intolerance.  Such schema-
related cognitions, feelings and behaviours may have increased the enduring negative 
effects of living in a war-zone, encountering an adverse homecoming (particularly if 
wounded or maimed), or experiencing post-war stressful life events.    
4.12  Relationship between Childhood, Parenting, Schemas, Vietnam, and PTSD 
  MANOVA analysis showed that when all the variables having a significant 
relationship with PTSD diagnosis were entered together, the childhood and Vietnam War 
covariates dropped from the model leaving PTSD and the 17 early maladaptive schemas, 
maternal parenting and paternal parenting.  This finding supports these important 
relationships and suggests that PTSD can’t be fully accounted for by schemas, nor can 
schemas be totally accounted for by parenting.   
4.13 Study  Limitations 
  A significant limitation to the interpretation of the findings is the use of 
retrospective accounts of parenting as remembered by adults about their childhood 
(McGinn et al., 2005).  Limitations in memory, psychopathology, and mood-influenced 
memory processes may make retrospective accounts invalid and unreliable (Brewin et al., 
1993).  For example, the MOPS scores may represent perceived parenting rather than 
actual parenting.  However, in a broad review of retrospective research, Brewin et al. 
(1993) concluded that the evidence for recall deficits is inconsistent. There is little 
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evidence for a general deficit in memory associated with anxiety or depression, although 
conclusions are limited by studies that have focused almost exclusively on memory for 
impersonal stimuli.  Recall deficits have not been examined for perceived parenting 
among PTSD samples.  However, Brewin et al. (1993) stated that “the data on personal 
memories that are available from naturalistic studies suggest that psychiatric patients’ 
recall is as reliable as that of nonpatients” (p. 94).  A systematic review by Hardt and 
Rutter (2004) suggested that retrospective recall of childhood events can provide accurate 
data; however, a tendency to underreport instances of maltreatment was detected 
(Weierich & Nock, 2008).  
Although it seems unlikely that participants either embellished or minimised their 
childhood parental experiences, this cannot be ruled out (Lauterbach & Vrana, 2001).  
Also, symptoms of PTSD may have negatively influenced reports of parenting.  
However, Brewin et al. (1993) found that recall of early experiences by depressed 
persons showed no evidence of systematic distortion and appeared to be stable across 
variations in mood.  Also, Gerisma et al. (1993) found that memories of parental 
behaviour were highly stable across clinically significant changes in depressed mood.  
Furthermore, the present study finding of a strong relationship between potentially 
verifiable negative life events data and adverse parenting seems to validate the MOPS as 
a reliable instrument.  
  Given the lack of literature about the relationship between early maladaptive 
schemas and PTSD, the present study was by nature exploratory.  Therefore, it was 
unfeasible to propose a conceptual basis attesting to specific early maladaptive schemas 
as relevant to PTSD.  However, the literature review indicated that psychopathology 
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(anxiety, depression, eating disorders, self-mutilation) studies indicated a link between 
childhood adversity, early maladaptive schemas and vulnerability to psychopathology.  
This suggested a possible relationship between early maladaptive schemas and PTSD, so 
the present study searched for specific early maladaptive schemas in this association. 
It is possible that the symptoms of PTSD may have negatively influenced reports 
of early maladaptive schemas.  A number of the Schema Questionnaire items described 
symptoms similar to PTSD symptoms.  The present study methodology does not answer 
the question of whether the Schema Questionnaire is truly assessing underlying cognitive 
schema that may be not be easily accessible to the conscious awareness required in 
responding to the self-report questionnaire.  Given the three schemas in the present study 
having the strongest associations with PTSD, in order, were vulnerability to harm, 
emotional inhibition, and social isolation, it is possible that the Young Schema 
Questionnaire scores may have underestimated the early maladaptive schemas by missing 
those veterans managing with avoidance.    
Given the lack of schema-specific a priori hypotheses and the number of Schema 
Questionnaire subscales used as independent variables, the risk of Type I error was 
increased, potentially making the results less reliable, although the Bonferroni correction 
was used.  
Sample selection is a study limitation as participants were volunteers and not 
randomly selected.  As 74.1% of the veterans who responded had been diagnosed with 
PTSD, the sample is not necessarily representative of all Vietnam veterans (31% PTSD).  
However, section 2.0.1 showed that a number of characteristics of the present study 
veteran cohort do compare favourably to the broader male Vietnam veteran community 
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(Department of Veterans’ Affairs, 2005a), such as the high level of ongoing health 
problems, the average age at the start of Vietnam service, the national Servicemen 
proportion of the sample, and the percentage completing one tour of Vietnam, with the 
exception of Army in this case.   
Current PTSD status was not measured and this may be a study limitation.  
However, the modified ASDS, while not used to diagnose, did provided an indication of 
trauma symptoms.  The veterans with PTSD had a significantly higher score compared to 
veterans without PTSD.  This result indicates support for the diagnostic status of the 
Vietnam veterans.  Also, veteran members of ex-service organisations were targeted and 
respondents indicated yes or no to the question ‘Have you been diagnosed with PTSD?’  
Due to government compensation and treatment benefits, ex-service organisations have a 
wide network of Department of Veterans’ Affairs and Veterans’ Affairs New Zealand 
trained and accredited compensation advocates to support veterans.  Accordingly, 
veterans are aware of their war-related mental health condition, permitting confidence in 
the surveyed results, even though PTSD status responses could not be verified.  In 
addition, as the present study sample of PTSD diagnosed veterans had the same early 
maladaptive schemas as a clinical Vietnam veteran sample diagnosed (CAPS-1 
psychiatrist interview and PCL military version) with PTSD, this permits confidence in 
the representativeness of the present study sample.    
  Although the measures used have demonstrated adequate reliability and validity 
in psychometric studies, this study relied exclusively on self-reports to obtain 
information.  Self-report instruments may increase the possibility of shared method 
variance, potentially artificially inflating the correlations between the variables assessed 
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(Harris & Curtin, 2002).  The generalisability of the results to the population at large is 
questionable (McGinn et al., 2005) since this was a specific Vietnam veteran sample in 
which there was a high incidence of chronic war-related PTSD.   
It is possible that other factors not measured by this study may have a role in war-
related PTSD development and maintenance.  Some hypothesised factors from the 
literature may include toxic chemical spraying effects, the prolonged high-risk jungle 
patrolling and combat, specialised weapons’ training that overcame an instinctive 
aversion to killing other humans (Grossman, 1995), and the veterans’ debilitating 
rejection at homecoming and subsequent life-stress (Creamer & Forbes, 2003; Dalgleish, 
2004; Koenen et al., 2003; Monaghan, 2007).  
   Finally, the data were collected cross-sectionally and this may limit 
developmental or longitudinal interpretations of the findings.  Any assertions on the 
causal direction of study relationships will require a longitudinal design (Breslau, Davis, 
& Andreski, 1995; Lauterbach & Vrana, 2001). 
4.14 Study  Implications 
If the results of this research are confirmed, military, para-military, and 
emergency services organisations, as a duty of care, may need to screen for vulnerability 
and not deploy personnel with high early maladaptive schemas into elevated risk areas.  
The results also suggest that schema therapy could form an effective part of PTSD 
treatment programs.  Many standard CBT protocols for PTSD already include techniques 
designed to modify maladaptive schemas.  However, knowing the type and strength of 
current early maladaptive schemas may prove useful in developing an effective therapy 
strategy for PTSD diagnosed veterans, particularly considering the possible broader 
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schema pathology of the disorder in relation to the DSM-IV-TR (2000) limited definition 
of PTSD.  The current DSM-IV-TR (2000) lists 17 symptoms of PTSD under three 
clusters of hyperarousal, numbing/avoidance, and re-experiencing, and these are the focus 
of CBT.  It is highly likely that CBT will meet underlying early maladaptive schemas as 
schemas may well play an important and potentially aetiological role in psychiatric 
symptoms (Welburn et al., 2000).  Yet, traditional CBT may not influence a veteran’s 
early maladaptive schemas and concomitant therapeutic needs.  For example, trust and 
relationship issues are pervasive in veterans, so veterans possessing the self-defeating 
abandonment and mistrust/abuse schemas require interventions that focus on these core 
beliefs to facilitate effective treatment.  These schemas are based on experiences of 
parental rejection or inconsistency in childhood and may include the belief that one is 
unworthy and cannot expect another’s enduring care and availability and therefore one is 
unlovable (Hammen et al., 1995).  Thus, the veteran anticipates and is highly sensitized 
to rejection and inconsistency.  Veterans with such schemas would be especially likely to 
interpret challenge as rejection and as evidence of being inadequate (Hammen et al., 
1995).  Further, schema-therapy of early maladaptive schemas containing features similar 
to PTSD symptoms, such as vulnerability to harm and social isolation, is likely to 
promote overall treatment goals. 
4.15 Future  Research 
  Future research could aim to replicate this study with a recent conflict veteran 
sample to further test the relationship between high early maladaptive schemas and 
PTSD.  Australian or United States Defence Forces could develop prospective studies to 
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assess early maladaptive schemas before soldiers are deployed to current war zones, with 
post-deployment follow-up to test if schemas have been strengthened by the war event.   
4.16 Conclusion 
Support was found for all study hypotheses, although the relationship between 
negative childhood events and PTSD was weaker than the literature indicated.  The 
strong associations between recalled potentially verifiable negative childhood events and 
perceptions of adverse parenting support the MOPS as a self-report measure that assesses 
the parent-child bond.  The overall sample significant relationships between MOPS 
scores and early maladaptive schema scores may suggest that adverse parenting is related 
to early maladaptive schema development.  Vietnam veterans diagnosed with PTSD 
recalled problematic parenting during the first 16 years of life and had higher early 
maladaptive schemas than Vietnam veterans without PTSD.  The relationships between 
recalled negative parenting and PTSD diagnosis, and hospitalised during the Vietnam 
War and PTSD diagnosis, were both mediated by early maladaptive schemas.   
The present study finding that adverse parenting and early maladaptive schemas 
are both strongly associated with PTSD may indicate that the schema instrument is 
sensitive to veterans’ childhood schemas rather than interacting directly with current 
PTSD symptomatology.   
The diathesis-stress model proposes that some people have a predisposition to 
develop a psychological disorder in the context of negative life events (Harris & Curtin, 
2002) and the present findings imply that this may be the case for Vietnam veterans in 
relation to early maladaptive schemas.  Psychopathology may arise from being in 
situations where maladaptive schemas are activated, leaving the individual vulnerable in 
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these schema-relevant situations (Rector et al., 1998; Waller, 2003; Waller et al., 2000; 
Welburn et al., 2000; Young, 1990, 1999). 
The results of this study suggest that early maladaptive schemas may function as a 
cognitive bridge linking adverse childhood-parenting and a war experience with the 
development of PTSD in Vietnam veterans.  Furthermore, childhood factors, including 
related early maladaptive schemas, seem more important for PTSD diagnosis than war 
experiences. 
The early maladaptive schemas may also be reinforcing the veterans’ current 
PTSD symptoms (Lawson, 1995), suggesting a bi-directional impact.  The themes of 
some of the early maladaptive schemas appear to be conceptually similar to the 
symptoms of PTSD (e.g., vulnerability to harm, social isolation, emotional inhibition, 
insufficient self-control, negativity/pessimism), and both schemas and PTSD have a 
bearing on basic human relationships, such as the breaching of personal, family, and 
community attachments (Herman, 1997).   
 Irrespective of the direction of influence between early maladaptive schemas and 
PTSD, the present study has demonstrated that a firm relationship exists, implying that 
schema-focused therapy should be an integral part of PTSD treatment programs for 
veterans and possibly others. 
As it is believed that this is the first study to examine the relationship between 
childhood experiences, adverse parenting and early maladaptive schemas in the 
development and maintenance of PTSD, this study offers an important contribution to the 
literature of both early maladaptive schemas and PTSD.  It is suggested that further 
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research investigating early maladaptive schemas (Young et al., 2003) and PTSD would 
be warranted given the results of this study.   
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STUDY TWO 
CHAPTER 5 
PTSD PROGRAM OVERVIEW 
5.0 Introduction 
War-related PTSD usually presents as a severe and chronic condition, and is 
considered difficult to treat (Creamer, Elliott, Forbes, Biddle, & Hawthorne, 2006; 
Creamer, Forbes, Biddle, & Elliot, 2002).  Treatment gains are reported at about fifty to 
sixty six percent of veterans at treatment commencement (Forbes et al., 2008; Monson et 
al., 2006).  For example, a meta-analysis by Bradley, Greene, Russ, Dutra, and Westen 
(2005) found that in 5 specific studies of combat veterans from 26 trauma group studies, 
the overall effect size from the veteran studies was significantly lower than the effect 
sizes found in other trauma groups (i.e., pre- versus post-treatment effect size of d = .81 
for combat compared with 1.24 for mixed trauma and 1.82 for assault).  Reasons for this 
disparity might include the chronic nature of veteran PTSD and that veteran treatment 
primarily consisted of exposure techniques (Monson et al., 2006).  Given reported 
treatment complexities, and the early maladaptive schema and PTSD association found in 
the first study, the present study investigated whether early maladaptive schema-focused 
therapy (e.g., Young et al., 2003) within a war-related PTSD group program would 
influence treatment outcomes, modify veterans’ early maladaptive schemas, and 
strengthen relationships.   
5.1  Treatments for PTSD 
The PTSD treatment studies considered closest to the gold standards of treatment 
trials of good outcome measures and a randomized design with manualised treatments 
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contain variations of exposure therapy and cognitive therapy (The Australian Centre for 
Posttraumatic Mental Health, 2008; Dalgleish, 2004; Ehlers et al., 2003).  Eye movement 
desensitisation and reprocessing (EMDR) is also considered a treatment for amelioration 
of trauma and its sequelae (Marcus, Marquis, & Sakai, 2004; Stickgold, 2002).  A 
publication by the United States Department of Veterans Affairs and the Department of 
Defense, designated Joint Clinical Practice Guidelines for PTSD found support for 
cognitive therapy, stress inoculation therapy, exposure therapy and EMDR, and 
recommended the use of these four treatments with all trauma victims (Russell, Silver, 
Rogers, & Darnell, 2007).  The present study will explore only cognitive and exposure 
therapy to focus on group treatment.  
5.1.1  Cognitive Therapy for PTSD 
Research on the psychological treatment of PTSD indicates that cognitive-
behavioural therapies (CBT) are effective empirically-supported interventions (Bryant & 
Guthrie, 2007; Forbes et al., 2008; Gray et al., 2007; Mueser et al., 2007; Simmons & 
Granvold, 2005).  Most formulations of PTSD acknowledge the central role of cognitive 
processes in defining, mediating, and maintaining PTSD symptomatology.  It therefore 
follows that a primary goal of PTSD treatment is to identify and correct these cognitive 
core schema precursors (e.g., vulnerability to harm, social isolation, mistrust/abuse) that 
are considered to influence PTSD development and maintenance (Mueser et al., 2007; 
Schnurr, Hayes, Lunney,  McFall, & Uddo, 2006).   
As maladaptive appraisals play a strong role in PTSD development and 
maintenance (Bryant et al., 2008), cognitive therapy helps the veterans to identify, 
challenge and modify any biased and distorted thoughts and memories of their traumatic 
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experience, as well as any maladaptive beliefs they may have developed about 
themselves and the world (Australian Centre for Posttraumatic Mental Health, 2007; 
Creamer, Forbes, Phelps, & Humphreys, 2004; Mueser et al., 2007).  For example, in 
schema therapy, the veterans learn that a personal understanding of a traumatic 
experience does not necessarily mean that the interpretation is valid.  Over time, the 
veterans become more skilled at seeing their interpretations as possibilities rather than 
immutable facts (Gray et al., 2007). 
Clark and Ehlers (2005) investigated the effectiveness of cognitive therapy 
programs and reported that controlled trials indicate that cognitive therapy is accepted by 
patients, is effective, and can be used successfully in routine clinical programs.  Clark and 
Ehlers (2005) described a cognitive therapy program that resulted in ninety percent of 
patients no longer meeting diagnostic criteria for PTSD at the end of treatment with 
improvements maintained at six month follow-up.  This study was replicated in a 
subsequent controlled trial (Ehlers, Clark, Hackmann, McManus, & Fennell, 2005).  A 
separate study (Gillespie, Duffy, Hackman, & Clark, 2002) with no major patient 
exclusion criteria found improvements in PTSD comparable to those obtained in the two 
controlled trials (Ehlers et al., 2005).  Comorbidity was not associated with poorer 
outcome, but those who were physically injured improved less than those who were not 
physically injured (Clark & Ehlers, 2005).  
5.1.2  Exposure Therapy for PTSD 
Exposure therapy facilitates the veterans’ connection with feared trauma-related 
memories to promote habituation of anxiety, as well as to delineate maladaptive schemas 
(Creamer et al., 2004; Mueser et al., 2007).  Exposure simply means prolonged contact 
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with thoughts or stimuli that veterans would otherwise try to avoid (Gray et al., 2007).  
Foa and Kozak (1986) stated that confrontation with feared objects, or situations, is an 
effective treatment.  The variables to be integrated for emotional processing of a fear 
structure are cognitive representations of the stimulus characteristic of the feared 
situation, the person’s responses within it, and aspects of its meaning for the traumatised 
person (Foa & Kozak, 1986).  The therapy usually involves the veteran repeatedly and 
vividly reliving, rather than avoiding, a specific traumatic memory (Gleiser, Ford, & 
Fosha, 2008) by recounting details in a controlled environment where the veteran 
perceives it safe to access the war-related memories (Australian Centre for Posttraumatic 
Mental Health, 2007; Forbes et al., 2008; Dalgleish, 2004).  The veteran’s narrative 
account is often delivered in the present tense, describing thoughts and feelings 
associated with the war experience (Dalgleish, 2004).  Exposure therapy may also include 
contact with the traumatic memory through writing and reading accounts, or in vivo 
exposure where the veteran confronts situations, people or places they have avoided since 
the war (Australian Centre for Posttraumatic Mental Health, 2007; Monson et al., 2006). 
Gleiser et al. (2008) stated that prolonged exposure treatment faces several 
challenges.  Ambivalence about utilising exposure therapy is common among those with 
anxiety disorders (Slagle & Gray, 2007).  Treatment dropout rates have been as high as 
43%, and up to 58% of patients treated with prolonged exposure still meet criteria for 
PTSD.  Also, studies that validated prolonged exposure treatment tend to exclude persons 
with complex co-morbidities and severe impairments.  There is some evidence that 
exposure therapy is less effective in treating primary PTSD when the dominant emotions 
are guilt and shame rather than anxiety (Smucker, Grunert, & Weis, 2003).  According to 
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Gleiser et al. (2008), prolonged exposure may be more effective in treating simple cases 
of PTSD arising from a single event uncomplicated by personality, dissociative or 
attachment pathology.  
5.2  Schema-Focused Therapy and PTSD Treatment 
Young (1999) designed an integrative treatment model he referred to as schema-
focused therapy.  The model was designed as a general heuristic, meant to guide and 
inform clinical work (Torres, 2002).  Young’s (1999) model has since been adapted to 
other therapy contexts where the main target for intervention is the modification both of 
early maladaptive schemas and linked coping styles (Nordahl, Holthe, & Haugum, 2005), 
and the model could be used for this purpose in PTSD treatment.  Young et al. (2003) 
developed a comprehensive catalogue of treatment strategies for each early maladaptive 
schema, formulated on an experiential, interpersonal, cognitive, and behavioural level 
(Hoffart et al., 2005).  According to Gray et al. (2007), as schema-focused interventions 
provide discrete information about schemas, clinicians can provide more efficient and 
effective treatment by detecting schemas unique to each patient.  This view is supported 
by Riso (2007) who stated that “schema theory has enormous potential to enhance 
understanding of the persistence of psychopathology, uncover its developmental 
antecedents, and improve psychotherapeutic intervention” (p. 221).  
Cognitive-behavioural treatment of PTSD, that includes schema-focused therapy, 
aims to weaken maladaptive schemas and promote the assimilation of trauma memories 
into affirming schematic representations of the self, the world and others (Dalgleish, 
2004; Simmons & Granvold, 2005).  Inside this process, it is thought that the therapy 
context itself acts as a stable environment for schemas of safety, predictability and 
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controllability to help people access the trauma memory (Dalgleish, 2004), maladaptive 
beliefs, and early maladaptive schemas.  Within this context, the goal is to recognise and 
experience emotions associated with the trauma-event while also identifying and 
challenging overgeneralisations and the various schemas.  Within a cognitive therapy 
program, exposure therapy can also provide a context for activating and discovering 
various maladaptive schemas that may become the target of schema therapy (Gray et al., 
2007).   
5.2.1  Schema-Focused Treatment Programs and Research 
Many treatment programs have modified overgeneralised beliefs and trauma-
related schemas, but these programs did not treat or measure early maladaptive schemas 
(e.g., Kubany, Hill and Owens, 2003; Mueser et al., 2007; Monson et al., 2006; Resick 
and Schnicke, 1992).  Given the lack of published studies into military treatment 
programs and early maladaptive schemas, examples of civilian treatment programs that 
have specifically examined early maladaptive schemas follow.    
Welburn, Coristine, Dagg, and Pontefract (2000) explored treatment effects of a 
civilian 12-week group day-treatment program on measures of psychiatric distress (Brief 
Symptom Inventory) and early maladaptive schemas (YSQ-Short- Form; Young, 1990).  
The program consisted of five group modalities: psychotherapy, CBT, assertiveness 
training, life skills training, and health promotion, but no schema-focused therapy 
module.  Eighty-four participants with anxiety, depression or PTSD completed the 
program and showed significant pre-post change in psychiatric distress and in the 
vulnerability to harm, social alienation, and defectiveness early maladaptive schemas.  
Other early maladaptive schemas did not change over the 12 weeks.  Fifteen wait-list 
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controls demonstrated no improvement in either distress level or in any of the early 
maladaptive schemas while waiting to be admitted to the program. Only the abandonment 
schema predicted treatment outcome on changes in psychiatric distress level (Welburn et 
al., 2000).  Welburn et al. (2000) concluded that their findings augmented previous 
research in not only replicating a decrease in psychiatric distress, but in demonstrating 
that core cognitive structures can be altered.  A limitation is the lack of follow-up which 
leaves the question of subsequent treatment gains unanswered (Wellburn et al., 2000).          
  It is postulated that maladaptive beliefs promote or facilitate anguish and that 
altering these beliefs or schemas is necessary for symptom alleviation (Gray et al., 2007).  
This was demonstrated in a study (N = 82 psychiatric clinic civilian outpatients) by 
Nordahl et al. (2005) that investigated the relationship between fifteen early maladaptive 
schemas (the maximum number of schemas measured by the Young Schema 
Questionnaire second version), symptomatic distress, and personality traits in a pre-post 
comparative design.  It was hypothesised that early maladaptive schemas were related to 
symptomatic distress but in particular personality pathology and personality disorder, and 
that schema modification should predict level of symptomatic distress at the end of 
treatment.  The results supported the schema-therapy model, and showed that 
modification of fifteen early maladaptive schemas strongly predicted symptom relief by 
the end of treatment (Nordahl et al., 2005).   
Furthermore, a study by Gude and Hoffart (2008) investigated whether civilian 
inpatients (n = 24) with agoraphobia and Cluster C personality disorders changed after 
five weeks (daily group sessions) of manualised cognitive agoraphobia treatment 
followed by six weeks (eight group sessions and ten individual sessions) of manualised 
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schema-focused therapy, compared to inpatients (n = 18) in non-manualised 
psychodynamic treatment.  Patients in the cognitive condition with schema-focused 
therapy showed greater improvement in interpersonal problems during treatment and at 
12 months follow-up than patients in the treatment as usual condition.  Although early 
maladaptive schemas were targeted in schema-focused therapy, the study provided no 
evidence of measurement or change in early maladaptive schemas.     
  In review of the research, there appears to be no extant studies of war-veterans 
and schema-focused therapy with early maladaptive schema modification, and PTSD 
treatment.  The Gude and Hoffart (2008) and Nordahl et al. (2005) studies suggest that 
schema-focused therapy within PTSD treatment programs appear to hold promising 
possibilities. 
5.3  Vietnam Veterans’ Partners and Families 
The United States of America National Vietnam Veterans Readjustment Study 
(NVVRS; Kulka et al., 1990a) found that an estimated one third of male veterans with 
PTSD engaged in partner violence during the previous year, usually in relation to alcohol 
abuse (also; Ford & Kidd, 1998; Jordan et al., 1992; Rosenheck & Fontana, 1998; Taft et 
al., 2005; Taft, Street, Marshall, Dowdall, & Riggs, 2007).  It was found that the families 
and children of Vietnam veterans who met the criteria for PTSD have significantly more 
general marital, parental and adjustment problems than the families and children of other 
Vietnam veterans (Jordan et al., 1992; Kulka et al., 1990a; Rosenheck & Fontana, 1998).   
  One wife explained her difficulties to Matsakis (1996): “Living with a veteran 
who suffers the effects of post-Vietnam stress is like running blindfold with weights on.  
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Nothing is easy; the smallest tasks become monumental.  Nothing is reliable; the rules 
change the minute you understand them” (p. 2). 
This sentiment was confirmed in a study by Taft, Kaloupek, et al. (2007) that 
examined interrelationships among PTSD symptomatology, anger and partner abuse in a 
sample of United States combat veterans.  Compared with PTSD-negative participants, 
PTSD-positive participants reported higher anger states.  PTSD symptoms were 
associated with physical assault and psychological aggression that usually alienated 
family members and social support networks (Taft, Kaloupek, et al., 2007).   
The Australian Centre for Posttraumatic Mental Health (ACPMH; 2008) has also 
found high levels of physiological and psychological stress in partners of Australian 
veterans diagnosed with PTSD.   
5.4  Aim and Hypotheses 
The aim of study two was to measure current schema-focused group therapy 
treatment effects in a veteran population with PTSD.  It was expected that veterans’ 
schema change would result in enhanced mental health through symptom improvement 
and better and more functioning relationships and social networks (Creamer et al., 2003). 
In particular, it was hypothesised that: 
1.  Veterans’ PTSD scores, as measured by the PTSD Checklist (Military) instrument 
(PCL; Weathers, Litz, Herman, Huska, & Keane, 1993), and depression and 
anxiety scores as measured by the Hospital Anxiety and Depression instrument 
(HADS; Hawthorne et al., 2004; Snaith & Zigmond, 1994; Zigmond & Snaith, 
1983), would decrease from intake to program termination, and that these changes 
would be maintained at three months post-course follow-up.   
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2.  Veterans’ current relationship levels, as measured by the Abbreviated Dyadic 
Adjustment Scale (ADAS; Hawthorne et al., 2004) and the Assessment of Quality 
of Life questions five and six (AQoL; Hawthorne et al., 2004) would increase 
following therapy within a PTSD treatment program and that these changes would 
persist at three months follow-up. 
3.  Current relationship levels, as measured by the Abbreviated Dyadic Adjustment 
Scale (ADAS; Hawthorne et al., 2004) would increase in partners of veterans 
following one day per week involvement in the veterans PTSD treatment 
program, and that these changes would persist at three months follow-up. 
4.  Veterans’ early maladaptive schema scores recorded at treatment program intake, 
as measured by the YSQ-L3 (Young & Brown, 2003), and following schema-
focused therapy within a PTSD treatment group, would decrease at program 
termination, and this change would be maintained at three months post-course 
follow-up.   
5.  Changes in veterans’ early maladaptive schema domain scores would be 
associated with changes in PTSD, anxiety and depression scores as measured at 
program intake and at three month follow-up. 
6.  PTSD, depression, and anxiety scores would decrease more from intake to three 
months follow-up in veterans who participated in schema-focused therapy within 
a PTSD treatment group compared to veterans who participated in a similar PTSD 
group treatment program but without schema-focused therapy. 
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CHAPTER 6 
METHOD 
6.0 Participants 
6.0.1 Schema  Group 
During 2007 and 2008, 54 veterans (age range 30-67, mean age 52, SD = 11.1) 
including two females participated in eight Hollywood Clinic PTSD group treatment 
programs (5 for older veterans and 3 for younger veterans).  A psychiatrist administered 
the Clinician Administered PTSD Scale-1 (CAPS-1) structured interview to determine 
PTSD status and eligibility for treatment.  The 36 older veterans (age range 34-67, mean 
age 58, SD = 7.2) were mostly Vietnam veterans, but included four veterans from the 
Sinai, Rwanda and Cambodia peacekeeping operations.  The 18 younger veterans (age 
range 30-49, mean age 39, SD = 5.1) consisted of veterans from recent or current 
operations such as East Timor, Bougainville, Afghanistan and Iraq.     
Seven veterans were not in a relationship, and one veteran separated from his 
partner between program intake and discharge.  All 54 veterans completed the PTSD 
program, giving a 100 percent completion rate.  Follow-up data was obtained for 91 
percent; between discharge and three month follow-up two veterans had moved 
permanently interstate, and a further three veterans did not return for the one-day follow-
up.  Two of the veterans who missed follow-up received and returned by mail the 
completed YSQ.  Forty partners participated in the one day per week partners’ module 
and completed the Abbreviated Dyadic Adjustment Scale (ADAS) at intake and program 
discharge (100 percent completion rate), with 33 of these partners completing the ADAS 
at follow-up (82.5 percent completion rate).  The seven non-completing partners felt they 
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had received sufficient learning and skills from the 12-week program or could not be 
released on the follow-up day from current employment.   
6.0.2  Comparison Group 
Data from war-veteran PTSD treatment groups prior to the 2002 introduction of 
schema-focused therapy modules at the Hollywood Hospital PTSD Clinic were compared 
with data from the present 2007 and 2008 war-veteran PTSD treatment groups to 
investigate schema therapy effects.  The pre-2002 comparison group consisted of 127 
cases from past Hollywood Clinic PTSD treatment groups (age range 28-75 years, mean 
age 52, SD = 6.0) that commenced between 22 January 1996 and 26 November 2001.  
This data was obtained from the Australian Centre for Posttraumatic Mental Health 
(ACPMH) data base.   
The 2007-8 schema-focused group and historical comparison group were similar 
on age (mean age 52 for both).  There were also no significant differences between the 
groups on PTSD, anxiety and depression intake means (see Table 26).   
6.1  Hollywood Clinic Treatment Modules 
The specialist treatment for war veterans delivered at Hollywood Clinic is 
manualised and must conform to national guidelines and is accredited by the ACPMH on 
behalf of the Department of Veterans’ Affairs (Creamer et al., 2006).  The PTSD program 
is structured with a four week full-time inpatient curriculum followed by eight weekly 
outpatient groups.     
6.1.1  Hollywood Clinic 2007-8 Program 
The 36 ‘older veterans’ received 190 hours of the twelve week group treatment 
program including 12 individual treatment sessions.  The program was delivered initially 
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for four weeks as inpatients followed by weekly outpatient sessions.  The 18 ‘younger 
veterans’ received the same group program as the older veterans apart from an additional 
eight hours of alcohol and substance use management, and six hours of insomnia 
management sessions.  Their program was initially delivered in a two week block 
followed by twice-weekly outpatient sessions.  The younger group received an additional 
6 sessions of individual therapy compared to the older group.   
A variety of treatment modules were incorporated in the Hollywood Clinic group 
PTSD program (see Appendix X), including PTSD, anxiety and depression symptom 
management, and managing addictive behaviours.  Psycho-education was provided on the 
nature of trauma and PTSD in order to normalize and improve veterans’ psychological, 
interpersonal and social responses to their war trauma and posttraumatic sequels, and to 
develop skills and build motivation for participation in treatment (Mueser et al., 2007; 
Schnurr et al., 2006).  Veterans were taught that avoidance played a key role in 
maintaining anxiety and therefore exposure to trauma-relevant thoughts and contexts was 
important (Gray et al., 2007).  
Anger management training was considered critical, as combat veterans with 
PTSD were prone to readily perceive threats, and be likely to enter into a survival mode 
typified by heightened arousal with hostile appraisal of events and a lowered response 
threshold.  As a result, the veteran usually found it difficult to regulate anger or engage in 
self-monitoring behaviours (Taft, Kaloupek, et al., 2007; Taft, Street, et al., 2007).  The 
program included combined groups for veterans and their partners in anger management, 
including education and anger regulation skills, entitled ‘Managing Anger Together’.  
Combined relationship modules (‘Building Relationships’ sessions) were included as 
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research findings on veteran relationships suggest the importance of interventions that 
include the provision of interpersonal, communication, and problem-solving skills to 
enhance relationship quality and thus reduce partner conflict or violence (Jordan et al., 
1992; Kulka et al., 1990a; Rosenheck & Fontana, 1998; Taft et al., 2005).   
Compared to the general community, veterans with PTSD usually experience a 
reduced quality of life (Schnurr et al., 2006).  For example, Schnurr et al. (2006) reported 
that 59 percent of PTSD patients had severe quality of life impairment, and prospective 
cohort studies have found that initial PTSD predicted poor life quality at subsequent 
follow-up intervals (Schnurr et al., 2006).  Consequently, physical health and life-skills 
modules were included in the group program.  Relaxation and breathing training were 
taught to manage intense feelings (Mueser et al., 2007; Schnurr et al., 2006).  Partners 
(without the veterans) attended ‘Partners Support Group’ sessions in life-skills 
development each Monday. 
The key 2007-8 PTSD group cognitive restructuring module, of fifteen 90 minute 
group sessions led by the same therapist, was entitled ‘Managing Painful Feelings’ (see 
Appendix X) designed to teach veterans to identify and correct inaccurate beliefs and 
schemas that lead to negative feelings and behaviour (Mueser et al., 2007).  The first nine 
‘Managing Painful Feelings’ sessions consisted of traditional CBT; thought and feeling 
observation, identification, self-talk, recording, and challenging.  The aim was to reduce 
cognitive and behavioural avoidance and gain reflective self-awareness through 
understanding and testing of catastrophic beliefs and finding alternative interpretations 
(Gude & Hoffart, 2008).  This was followed by six sessions of schema-focused therapy 
(e.g., Young et al., 2003) aimed at understanding and changing early maladaptive 
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schemas and the linked coping styles (schema surrender, avoidance, or 
overcompensation).  The initial schema-focused therapy session was educational and 
addressed the origins of schemas, their nature, dysfunctional life patterns, schema 
triggering, coping styles, and impact on interpersonal relationships.  YSQ results were 
revealed, and each veteran chose three of their highest schemas to work on with the 
therapist in the group and individual settings where cognitive, affective, behavioural, and 
interpersonal strategies were used to reduce early maladaptive schemas.  As each veteran 
explored a pertinent schema with the therapist, fellow group members were allowed to 
provide comments, suggestions, and support.  Cognitive strategies were designed to 
increase the veterans’ understanding that their schemas are exaggerated or not true 
(Young et al., 2003).  As described by Young et al. (2003), and Young and Klosko 
(1994), and utilised in the group program, cognitive strategies included the following: 
1.  Testing the validity of the schema (testing objective evidence for and 
against a schema, using the veteran’s whole life, Socratic exploration) 
2.  Reframing the evidence supporting a schema (alternative explanations, 
empathic reflection) 
3.  Evaluating the advantages or disadvantages of the veteran’s coping styles 
(empathic reflection and challenging) 
4.  Experiential affect work, imagery, conducting dialogues between the 
‘schema side’ and the ‘healthy side’ (Gestalt techniques, e.g., empty chair) 
5.  Constructing schema flash cards (adaptive responses to specific schema 
triggers). 
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For homework, veterans were encouraged to identify and challenge one highly 
problematic schema within a current life situation, and report progress at the 
commencement of each group session.  This usually included additional evidence against 
their schemas.  For example, the emotional inhibition schema might be identified and 
challenged in relation to avoidance of emotional expression and engagement with family 
members.  Veterans attempted to replace schema-driven patterns of behaviour (surrender, 
avoidance, or overcompensation) with more adaptive patterns by defining specific 
behaviours (identified in group therapy) as targets of change.  The therapist helped link 
the target behaviour to its childhood origins, sometimes with imagery, and evaluated the 
advantages and disadvantages of maintaining the behaviour (Young et al., 2003). 
6.1.2  Comparison Group Program (22 January 1996 and 26 November 2001) 
The treatment approaches were similar to the 2007-8 groups, with 190 hours of 
contact time in the comparison group (see Appendix X).  Sessions combined with 
partners were about equal number.  The main differences will follow.     
A major difference in program content was that exposure to trauma memories 
focused entirely on war experiences in the comparison group.  However, in the 2007-8 
groups participants in individual therapy received image rescripting or traditional 
exposure on memories related to schemas whether they were childhood or war-related.   
The comparison group veterans experienced seven ‘Overcoming Excessive Behaviours’ 
sessions that included anger and other problematic behaviours, compared to five discrete 
anger management sessions, combined with partners, in the 2007-8 schema group.   
The comparison group underwent fifteen sessions combined with partners 
compared to thirteen combined sessions in the 2007-8 program.  The comparison group 
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“Journal Writing’ module was replaced with the ‘Artworks’ module in the 2007-8 
program.  All other modules were much the same.   
The CBT and the exposure therapy sessions were of equal number in the two 
programs.  However, between 1999 and 2002 one of the fifteen CBT sessions, in each 
PTSD program, was utilised as an educational seminar on early maladaptive schemas.  
Both programs conducted eighteen sessions of exposure therapy in an ‘Awareness and 
Trauma Recovery’ module.   
6.2  Hollywood Clinic PTSD Program Veterans’ Assessment  
As part of the Australian Centre for Posttraumatic Mental Health (ACPMH) 
national assessment, program evaluation, and accreditation process, the Hollywood Clinic 
administers a standardised PTSD program assessment protocol (see Appendix Y) to 
collect data (Creamer et al., 2006; Hawthorne, Biddle, & Goulopoulos (2004).  As a 
result, the following measures were administered. 
6.2.1  Hollywood Clinic Initial Assessments   
  Candidates for the Hollywood Clinic PTSD program were initially interviewed 
separately by a psychiatrist and a psychologist, followed by a recommendation to either 
join the PTSD program or undertake preparatory work such as alcohol treatment.  
  A psychiatrist administered the Clinician Administered PTSD Scale-1 (CAPS-1) 
(24 items) structured interview (at intake only).  This instrument assesses the seventeen 
DSM-IV-TR (2000) PTSD symptoms, as well as eight items that assess symptoms 
associated with features of adult PTSD (Blake et al., 1990).  The CAPS-1 is intended to 
be the ‘gold standard’ in diagnosing PTSD (Hawthorne et al., 2004).   
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  A psychologist conducted an interview of the veteran’s early development, 
military history (RAAF, Army, Navy), date entered military service, conscript or 
volunteer, operational deployment(s), duration of deployment(s), date of discharge from 
military service, post-military work history, health status to elicit a health-profile 
covering: morbidity, hospital admissions and social functioning (Hawthorne et al., 2004), 
the Beck Depression Inventory (2
nd edition), the military version of the PTSD Checklist 
(PCL-M), and an alcohol screen (AUDIT; Saunders, Aasland, Babor, de la Fuente, & 
Grant, 1993). 
6.2.2  Hollywood Clinic PTSD Protocol 
Prior to commencing the PTSD program, veterans completed an ACPMH 
evaluation booklet of standardized questionnaires (see Appendix Y).  The dataset 
includes 103 questions covering personal information, general health status, health-
related quality of life, health service use and personal relationships.  It usually takes 15 to 
20 minutes to complete, but veterans with severe mental health problems often take 
longer (Hawthorne et al., 2004).  This data set was completed at program discharge and at 
each follow-up, and was administered by the psychologist program coordinator.  
6.3  Measures and Scoring 
Of particular relevance to the present study, all participants of the PTSD treatment 
programs completed three times (at intake, at program termination and at three months 
follow-up) the 232 item Young Schema Questionnaire, version L3 (YSQ-L3), the PTSD 
Checklist (PCL military version), the Hospital Anxiety and Depression Scale (HADS), 
the Abbreviated Dyadic Adjustment Scale (ADAS) and the Assessment of Quality of Life 
(AQoL) questions 5 and 6.   
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6.3.1 PTSD  Checklist  (PCL) 
The PTSD Checklist is the military version of the PCL (Weathers, Litz, Herman, 
Huska, & Keane, 1993).  It is based on DSM-IV-TR (2000) symptoms of PTSD, and it is 
highly correlated with the Clinician Administered PTSD Scale-1 (CAPS-1) which is 
regarded as the ‘gold standard’ for PTSD diagnosis (Blanchard, Jones-Alexander, 
Buckley, & Forneris, 1996; Forbes, Creamer, & Biddle, 2001).  The PCL has excellent 
test-retest reliability (.96) over a 2-3 day period. Internal consistency (.97) is very high 
for each of the three groups of items corresponding to the DSM-IV-TR (2000) symptom 
groups as well as for the full 17-item scale (Forbes et al., 2008; Hawthorne et al., 2004).  
The PCL correlates strongly with other measures of PTSD, such as the Mississippi Scale, 
the PK scale of the MMP1-2, and the Impact of Event Scale, and also correlates 
moderately with level of combat exposure. Validation studies include Blanchard et al. 
(1996), Cordova et al. (1995) and Weathers et al. (1993) (Forbes et al., 2001).   
The PCL is a 17-item scale with each item rated from 1–5 to indicate the degree 
of a particular symptom over the past month.  This yields a scale range of 17–85 where 
the scale total is derived by summing the 17 items.  Higher scores indicate greater 
symptomatology.  The diagnostic cut-off for PTSD in veterans is 50; which is considered 
a good predictor of PTSD diagnosis based on the SCID PTSD module (First, Spitzer, 
Gibbon, & Williams, 1997).  The PCL contains three subscales which measure intrusive 
thoughts (items 1 to 5), avoidance behaviour (items 6 to 12), and arousal symptoms 
(items 13 to 17) (Hawthorne et al., 2004). 
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6.3.2  Hospital Anxiety and Depression Scale (HADS)  
The HADS is a self-assessment instrument for detecting states of depression and 
anxiety.  The HADS comprises 14 items in two scales, measuring depression and anxiety. 
Each of the two scales provides incremental measures of severity of the emotional 
disorder (Hawthorne et al., 2004; Snaith & Zigmond, 1994; Zigmond & Snaith, 1983).  It 
has good psychometric properties, with high internal consistency (alpha = .90 for 
depression and .93 for anxiety) and a robust two-factor structure (Forbes et al., 2008; 
Hawthorne et al., 2004).  The HADS has been validated as a screening measure among 
populations similar to veterans and has been widely validated in other populations 
(Hamer, Sanjeev, Butterworth, & Barczak, 1991; Hawthorne et al., 2004).  The 
Australian Centre for Posttraumatic Mental Health (ACPMH) has found the HADS to be 
sensitive to change in veterans’ mental health status (Hawthorne et al., 2004). 
The HADS was included to track changes in veterans’ mental health other than 
PTSD.  The 14 items within the HADS comprise two scales.  Total scores on both scales 
(anxiety and depression) range from 0–21. These scales are used in the ACPMH national 
dataset as continuous measures.  For each scale, a cut-off of 11 indicates clinically 
significant anxiety or depression (Creamer et al., 2006; Hawthorne et al., 2004; Snaith & 
Zigmond, 1994; Zigmond & Snaith, 1983). 
6.3.3  Abbreviated Dyadic Adjustment Scale (ADAS) 
The ADAS is derived from the Dyadic Adjustment Scale (Spanier, 1976) and is a 
measure of marital/cohabiting relationships.  It has been validated in an Australian study 
(Sharpley & Rogers, 1984).  The questions are straightforward with usually few 
difficulties in completing them.  When partners separately complete the ADAS it 
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provides more information on the extent of marital/cohabiting issues and problems.  The 
range of scores is 7-43 where a higher score indicates better functioning relationships 
(Hawthorne et al., 2004). 
6.3.4  Assessment of Quality of Life (AQoL) 
The AQoL is an Australian-developed quality of life instrument consisting of 15 
questions of which 12 contribute to a utility-index.  Only these 12 core questions are 
included in the ACPMH dataset (Hawthorne et al., 2004). Validation studies of the AQoL 
report excellent psychometric properties (Hawthorne et al., 2004; Hawthorne & 
Richardson, 2001; Hawthorne, Richardson, & Day, 2001a, 2001b) 
To further check veterans’ family relationships and social relationship 
development in the present study, two questions, each with one preference of four 
choices, were selected from the Assessment of Quality of Life (AQoL) instrument and 
scored from 1 to 4 where 4 equals higher family and relationship functioning.  Veterans 
chose one statement from each AQoL question that described them.  The current study 
utilised veterans completed AQoL questions 5 and 6.  The questions were: number 5 – 
Thinking about my relationships with other people: I have plenty of friends and am never 
lonely (score = 4); Although I have friends, I am occasionally lonely (score = 3); I have 
some friends, but am often lonely for company (score = 2); I am socially isolated and feel 
lonely (score = 1).  And question number 6 – Thinking about my health and my 
relationship with my family: My role in the family is unaffected by my health (score = 4); 
There are some parts of my family role I cannot carry out (score = 3); There are many 
parts of my family role I cannot carry out (score = 2); I cannot carry out any part of my 
family role (score = 1).  
  136                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
6.3.5  Young Schema Questionnaire – Version L3 
The Young Schema Questionnaire – L3 was scored as in study one.  
6.4 Procedure 
Approval to conduct the research was obtained from the Human Research Ethics 
Committee of Murdoch University and from the Hollywood Clinic.  PTSD program 
measures were obtained from veteran participants at intake, discharge and three months 
post-course.   
6.5 Data  Analysis 
  All analyses were conducted using SPSS for windows, version 15.  At intake, 
there were no significant differences between the older veteran group receiving schema-
focused therapy and the younger group receiving schema-focused therapy on either the 
PCL or on the anxiety subscale of the HADS.  Depression, although of clinical intensity 
in both groups, differed at intake (older: M = 11.14, SD = 3.9; younger: M = 13.66, SD = 
4.2, t(52) = -2.15, p = .036).  However, given there were no significant differences on 
change scores on the PCL or HADS they were combined in the analysis.  Analyses were 
performed to establish whether schema therapy resulted in the weakening of veterans’ 
schemas and a facilitation of reduced symptoms and increased relationships.  Repeated 
measures analysis of variance was conducted to compare veterans’ PCL scores, HADS 
scores, veterans’ AQoL questions 5 and 6 results, veterans’ ADAS results, and to 
compare veteran’s wives or partners ADAS scores at group program intake (time 1), 
group program termination (time 2) and at three months follow-up (time 3).  Significant 
effects were investigated further with planned contrasts between program intake and 
termination, and between termination and follow-up.  Repeated measures analysis of 
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variance was performed to compare veterans’ early maladaptive schema levels over time.  
Schemas were then grouped into five domains (Young et al., 2003) to minimise the 
number of independent variables to enable an efficient statistical analysis.  Hierarchical 
regression tested if treatment change in schema domains predicted change in 
psychopathology from intake to follow-up.  Baseline schema domains, PTSD, anxiety, 
and depression scores were entered in the first step as covariates.  Changes in the five 
schema domains were entered in the second step to test the hypothesis that change in 
schema domain scores between time 1 and time 3 are associated with change in the target 
variable independently of scores at baseline. Changes in PTSD, anxiety, depression, and 
the 18 schemas were calculated by subtracting follow-up scores from intake scores for 
each condition or schema.  Changes in each schema domain were calculated by summing 
individual schema change score in each domain and dividing the total score by the 
number of schemas within that domain.   
Veterans’ PCL and HADS results at intake and three months follow-up (PCL and 
HADS data were not collected at program termination before September 2002) were 
measured against the comparison group data to determine if schema-focused therapy 
within treatment groups resulted in greater symptom improvement.  Group by time 
interactions analysed whether the group that received schema-focused therapy 
experienced additional effectiveness in psychopathology change.  Main effects for time 
analysed if separate treatment approaches would produce similar effects.  Independent 
group t-tests calculated if PTSD, anxiety, and depression mean scores differed between 
groups at baseline and at follow-up to establish initial match and the magnitude of change 
at follow-up.   
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CHAPTER 7  
RESULTS 
7.0  Veterans’ PTSD, Anxiety, and Depression     
The results of an investigation into changes in symptoms of psychopathology in 
veterans who participated in schema-focused therapy within a PTSD treatment group are 
shown in Table 18.  
Table 18 
 
Repeated Measures Analysis of Variance of PCL and HADS Scores within a 2007-8 Hollywood Clinic 
PTSD Treatment Group at Intake, Discharge, &3 Month Follow-up 
 
                          Mean (± Standard Deviation)  
           ____________________________________ 
     
Measurement       Intake        Discharge  3 Months      F         Partial η² 
       P o s t - C o u r s e    
 
PTSD 
PCL (n = 49)      63.8 ± 10.4     55.5 ± 11.0ª   53.9 ± 13.7  29.25***          .38 
                              (2,  96) 
Anxiety 
HADS (n = 49)       13.8 ± 3.5       11.8 ± 3.7ª    11.4 ± 3.9  18.66***    .28     
         ( 2 ,   9 6 )  
Depression 
HADS (n = 49)        11.7 ± 4.1         9.5 ± 3.9ª      9.2 ± 4.1  15.95***              .25  
         ( 1 . 8 ,   8 4 . 5 ) °  
   
Note. °F for Greenhouse-Geisser ε adjustment test.    ***p < .001. . ª = significant difference between 
intake & discharge with no further change between discharge and follow-up. 
 
  The outcome revealed a significant improvement in all symptoms (decreased 
scores) measured from program intake baseline to three months post course follow-up    
(p < .001).  Scores in the intake to discharge contrast (n = 54) were significant for PTSD  
(F (1, 53) = 43.11, p < .001, partial η² = .45), anxiety (F (1, 53) = 30.45, p < .001, partial 
η² = .37), and depression (F (1, 53) = 30.77, p < .001, partial η² = .37).  Scores were 
maintained at the same level from program discharge to follow-up (n = 49):                
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PTSD (F (1, 48) = 1.50, p = .228, partial η² = .03), anxiety (F (1, 48) = 0.71, p = .405, 
partial η² = .02), and depression (F (1, 48) = 0.34, p = .562, partial η² = .01). 
7.1  Veterans and Partners Relationship Levels   
Research was undertaken into the current relationship levels of veterans and their 
partners, as shown in Table 19.   
Table 19 
Repeated Measures Analysis of Variance of Veterans’ ADAS and AQoL Scores and Partners’ ADAS Scores 
within a 2007-8 Hollywood Clinic PTSD Treatment Group at Intake, Discharge, &3 Month Follow-up 
 
                          Mean (± Standard Deviation)  
           ____________________________________ 
     
Measurement       Intake        Discharge  3 Months      F         Partial η² 
       P o s t - C o u r s e    
 
Veteran Friends  
& Family Relationships    2.3 ± 0.7           2.7 ± 0.7ª     2.7 ± 0.7  6.97**     .13 
AQoL          (2, 96) 
           
Veteran’s Relationship    24.4 ± 6.0       27.3 ± 6.2ª    27.4 ± 7.0  7.40**    .16 
W i t h   P a r t n e r          (2, 78) 
ADAS       
          
Partner of Veteran    20.5 ± 5.5       27.1 ± 5.9ª    25.1 ± 6.9  23.85***  .43 
R e l a t i o n s h i p          (2, 64) 
A D A S               
  
Note. **p < .01, ***p < .001. . ª = significant difference between intake & discharge with no further change 
between discharge and follow-up. 
 
The outcome revealed a significant improvement (increased scores) in all 
relationship measures over time.  The veterans’ friends and family relationships 
progressed, with a significant increase in AQoL scores (n = 54) between intake and 
discharge (F (1, 53) = 12.48, p = .001, partial η² = .19), which was maintained (p = .930) 
at three months (n = 49).  Veterans developed their partner relationships during and 
following the program.  Veterans’ ADAS scores (n = 46) increased significantly from 
intake to discharge (F (1, 44) = 14.80, p < .001, partial η² = .25), and scores (n = 41) were 
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maintained (p = .974) from program discharge to follow-up.  The partner’s perception of 
their relationship with the veteran improved significantly over time, with an increase in 
ADAS scores (n = 40) between intake and discharge (F (1, 39) = 89.97, p < .001, partial 
η² = .70).  This improvement was maintained (n = 33) at three-month follow-up (F (1, 32) 
= 2.96, p = .095, partial η² = .09).   
The difference between the veteran’s group and their partner’s group ADAS 
intake means was significant (t(85) = 2.56, p = .012) with higher scores in the veteran 
than partner group, but the difference between the two groups’ discharge means (t(84) = 
0.52, p = .606), and the difference in the two groups’ three-month follow-up means (t(72) 
= 1.47, p = .146), were not significant.    
7.2  Early Maladaptive Schemas within a PTSD Treatment Group 
 
The effects of schema-focused therapy on veterans’ early maladaptive schema 
scores within a PTSD treatment group are shown in Table 20.  
Table 20 
 
Repeated Measures Analysis of Variance of Early Maladaptive Schema Scores within the 2007-8 
Hollywood Clinic PTSD Treatment Group at Intake, Discharge, &3 Month Follow-up 
 
                          Mean (± Standard Deviation)  
             ____________________________________ 
     
Early Maladaptive     Intake     Discharge  3 Months      F         Partial η² 
S c h e m a s          P o s t - C o u r s e    
 
Emotional Deprivation    32 ± 30       21 ± 25ª  23 ± 25      5.91*       .11 
                              (1.4,  68.8) 
     
Abandonment      31 ± 27       21 ± 23ª  25 ± 27      6.44**   .12   
         ( 1 . 7 ,   8 5 . 4 )  
     
Mistrust/Abuse      44 ± 32       34 ± 29ª  35 ± 27      7.55**     .13 
           ( 1 . 8 ,   8 8 . 1 )  
 
Social Isolation      44 ± 36       32 ± 35ª  33 ± 35      6.61**     .12     
         ( 1 . 7 ,   8 1 . 0 )  
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Table 20 (continued) 
 
 
                          Mean (± Standard Deviation)  
             ____________________________________ 
     
Early Maladaptive     Intake     Discharge  3 Months      F         Partial η² 
S c h e m a s          P o s t - C o u r s e    
 
 
Defectiveness/Shame    32 ± 30       22 ± 28ª  25 ± 28      6.22**    .11  
         ( 1 . 8 ,   8 7 . 4 )  
  
Failure        34 ± 36       23 ± 31ª  23 ± 31      7.10**     .13           
         ( 1 . 7 ,   8 1 . 5 )  
 
Dependence/Incompetence  24 ± 29       18 ± 25  17 ± 25      3.50*      .07           
         ( 1 . 7 ,   8 1 . 0 )  
     
Vulnerability      40 ± 31       31 ± 30ª  30 ± 30      5.19*        .10          
         ( 1 . 5 ,   7 3 . 9 )  
 
Enmeshment        9 ± 19         8 ± 16    8 ± 15      0.33            .01 
         ( 1 . 4 ,   6 6 . 3 )  
  
Subjugation      31 ± 33       21 ± 26ª  21 ± 25       8.36**        .15          
         ( 1 . 7 ,   8 3 . 2 )  
 
Self-Sacrifice      51 ± 29       44 ± 30ª  37 ± 30ⁿ   12.27***    .20          
                    (1.9,  95.2) 
  
Emotional Inhibition    63 ± 34       50 ± 35ª  46 ± 35    13.03***    .21           
           ( 1 . 9 ,   9 2 . 7 )  
 
Unrelenting Standards    51 ± 31       44 ± 32ª  39 ± 31ⁿ     8.90***    .15          
         ( 1 . 9 ,   9 0 . 9 )  
  
Entitlement      30 ± 27       20 ± 24ª  20 ± 24    12.45***    .20           
         ( 1 . 9 ,   9 3 . 2 )  
  
Insufficient Self-Control    42 ± 27       35 ± 28ª  28 ± 24ⁿ   10.54***  .18 
         ( 1 . 8 ,   8 8 . 4 )  
  
Approval Seeking    25 ± 27      20 ± 23ª  16 ± 22ⁿ     7.78**   .14 
         ( 1 . 6 ,   7 9 . 9 )  
 
Negativity/Pessimism    41 ± 35      30 ± 32ª  30 ± 31      6.75**   .12 
         ( 1 . 8 ,   8 6 . 1 )  
 
Punitiveness      46 ± 29      40 ± 31  34 ± 31ⁿ     9.90***  .17 
         ( 1 . 9 ,   9 5 . 6 )  
   
Note. F for Greenhouse-Geisser ε adjustment test.  *p < .05, **p < .01, ***p < .001. ª = significant 
difference between intake & discharge.  ⁿ = significant difference between discharge & follow-up. 
 
  142                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
  A within subjects analysis of variance, using the conservative Greenhouse-Geisser 
ε adjustment, revealed a significant reduction in 17 early maladaptive schema scores 
from program intake to discharge to follow-up.  The enmeshment schema score did not 
change significantly over this period.  The early maladaptive schemas that appear to have 
weakened most are emotional inhibition (p < .001), self-sacrifice (p < .001), entitlement 
(p < .001), insufficient self-control (p < .001), punitiveness (p < .001), and unrelenting 
standards (p < .001).  
  All schema scores, except dependence/incompetence, enmeshment, and 
punitiveness, in the intake to discharge contrast were significant (n = 54).  The self-
sacrifice (p = .013), unrelenting standards (p = .045), insufficient self-control (p = .010), 
approval seeking (p = .039), and punitiveness (p = .024) schema scores decreased further 
from discharge to three-month follow-up (n = 50).  The changes in all other schemas 
were maintained from discharge to follow-up (see Appendix Z).     
  7.3  Associations between Baseline and Three-Month Follow-up Scores 
Analysis was undertaken to test the hypothesis that a change in domain schema 
scores (intake scores minus three-month follow-up scores) would be associated with 
change in psychopathology (intake score minus three-month follow-up score) during the 
same period independently of scores at baseline.   
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Table 21 
Hierarchical Regression Model Testing Treatment Change in 5 Schema Domain Scores from Intake to       
3 Month Follow-up as Predictors of PTSD Treatment Change from Intake to3 Month Follow-up  
 
Independent    Dependent   
variable     variable    ∆R²      F for ∆R² (df)     β (Standardised)  
______________________________________________________________________________________ 
 
Step 1  
Scores at intake entered 
PTSD     PTSD  change   .101   0.56     .40     
A n x i e t y           ( 8 ,   4 0 )    - . 3 7  
D e p r e s s i o n              . 0 8  
Disconnection Domain                  -.02                 
I m p a i r e d   A u t o n o m y   D o m a i n          - . 2 4    
I m p a i r e d   L i m i t s   D o m a i n           - . 0 4  
O t h e r   D i r e c t e d n e s s   D o m a i n            . 1 5  
O v e r v i g i l a n c e   D o m a i n             . 1 2  
        
Step  2     
Domain change variables entered  
Disconnection Domain     PTSD change    .261    2.86*    -.08                
Impaired  Autonomy          (5,  35)     .68**   
I m p a i r e d   L i m i t s   D o m a i n             - . 1 4  
O t h e r   D i r e c t e d n e s s   D o m a i n              . 2 0  
O v e r v i g i l a n c e   D o m a i n               . 2 3  
______________________________________________________________________________________ 
Note. *p < .05, **p < .01.  
 
The 18 schemas were grouped into the five domains outlined by Young et al. 
(2003): Disconnection and rejection – abandonment, mistrust/abuse, emotional 
deprivation, defectiveness/shame, and social isolation schemas; impaired autonomy and 
performance – dependence/incompetence, vulnerability to harm, enmeshment, and failure 
schemas; impaired limits – entitlement, and insufficient self-control schemas; other-
directedness – subjugation, self-sacrifice, and approval-seeking schemas; overvigilance 
and inhibition – negativity/pessimism, emotional inhibition, unrelenting standards, and 
punitiveness schemas.  The average score of each domain (sum of schema scores within a 
domain divided by number of schemas in that domain) was used in the analysis.  
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Table 22 
 
Hierarchical Regression Model Testing Treatment Change in 5 Schema Domain Scores from Intake to       
3 Month Follow-up as Predictors of Anxiety Treatment Change from Intake to 3 Month Follow-up  
 
Independent    Dependent   
variable     variable    ∆R²       F for ∆R² (df)     β (Standardised)  
______________________________________________________________________________________ 
 
Step 1  
Scores at intake entered 
PTSD     Anxiety  change   .110   0.62   -.12     
A n x i e t y           ( 8 ,   4 0 )      . 3 9  
D e p r e s s i o n              . 1 5  
Disconnection Domain                  -.14                 
I m p a i r e d   A u t o n o m y   D o m a i n          - . 1 1    
I m p a i r e d   L i m i t s   D o m a i n           - . 0 2  
O t h e r   D i r e c t e d n e s s   D o m a i n            . 1 6  
O v e r v i g i l a n c e   D o m a i n           - . 0 3  
        
Step  2     
Domain change variables entered  
Disconnection Domain    Anxiety change    .15    1.41     .31                
Impaired  Autonomy  Domain       (5,  35)     .28   
I m p a i r e d   L i m i t s   D o m a i n             . 1 3  
O t h e r   D i r e c t e d n e s s   D o m a i n          - . 2 6  
O v e r v i g i l a n c e   D o m a i n           - . 0 2  
______________________________________________________________________________________ 
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Table 23 
 
Hierarchical Regression Model Testing Treatment Change in 5 Schema Domain Scores from Intake to       
3 Month Follow-up as Predictors of Depression Treatment Change from Intake to 3 Month Follow-up  
 
Independent    Dependent   
variable     variable    ∆R²       F for ∆R² (df)    β (Standardised)  
______________________________________________________________________________________ 
 
Step 1  
Scores at intake entered 
PTSD     Depression  change  .37   2.91*   -.39     
A n x i e t y           ( 8 ,   4 0 )      . 1 2  
D e p r e s s i o n              . 8 1 * *  
Disconnection Domain                  -.27                 
I m p a i r e d   A u t o n o m y   D o m a i n          - . 1 0    
I m p a i r e d   L i m i t s   D o m a i n           - . 1 6  
O t h e r   D i r e c t e d n e s s   D o m a i n            . 2 4  
O v e r v i g i l a n c e   D o m a i n             . 1 0  
        
Step  2     
Domain change variables entered  
Disconnection Domain    Depression change  .046    0.54    -.01                
Impaired  Autonomy  Domain       (5,  35)     .22   
I m p a i r e d   L i m i t s   D o m a i n           - . 1 6  
O t h e r   D i r e c t e d n e s s   D o m a i n          - . 0 1  
O v e r v i g i l a n c e   D o m a i n             . 1 4  
______________________________________________________________________________________ 
Note. *p < .05, **p < .01.  
 
  26.1 percent of the variation in changes in PTSD (p = .029) (see Table 21) was 
explained by treatment changes in schema domain scores.  Change in the impaired 
autonomy domain was the most important predictor of treatment change for PTSD                 
(β = .68, p = .009) (see table 21). Intake scores and domain change scores were not 
associated with score change in anxiety.  However, with treatment changes in depression, 
the predictor scores at intake were associated with 37 percent of the variation in 
depression change (p = .012).  Depression score at intake was the most important 
predictor of depression treatment change (β = .81, p = .001).  The schema domain change 
scores were not associated with depression change and were not independent of intake 
scores.         
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    Exploration of the relationship between change in each impaired autonomy 
domain’s schema and PTSD change is found in Table 24. 
Table 24 
Hierarchical Regression Model Testing Treatment Change in the Impaired Autonomy Domain Schema 
Scores from Intake to 3 Month Follow-up as Predictors of PTSD Treatment Change from Intake to             
3 Month Follow-up  
 
Independent    Dependent   
variable     variable    ∆R²      F for ∆R² (df)     β (Standardised)  
______________________________________________________________________________________ 
 
Step 1  
Scores at intake entered 
PTSD     PTSD  change   .092   0.88     .29     
Impaired Autonomy Domain Schemas:      ( 5 ,   4 3 )        
Dependence/Incompetence             .19 
Vulnerability           -.09 
E n m e s h m e n t              . 0 4  
F a i l u r e             - . 3 5  
       
Step  2     
Schema change variables entered  
Dependence/Incompetence  PTSD change    .263    3.97**    -.06                
Vulnerability            (4,  39)     .39   
E n m e s h m e n t                 . 2 7  
F a i l u r e                  . 3 0  
______________________________________________________________________________________ 
Note. **p < .01.   
  Changes in the four impaired autonomy domain schemas accounted for 26.3 
percent of the variation in changes in PTSD (p = .009) independently of scores at baseline 
(see Table 24).  Change in all four schemas within the Autonomy Domain contributed to 
the prediction of PTSD change. 
  7.4  Comparison of Two Separate PTSD Treatment Groups 
A comparison was made between veterans who participated in PTSD treatment 
groups with schema-focused therapy (2007 and 2008) and veterans who participated in 
similar PTSD group treatment programs (22 January 1996 to 26 November 2001)  but 
without schema-focused therapy (see Table 25).  Scores at intake and three-months post-
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course follow-up were investigated as comparison group scores were recorded only at 
intake and three month follow-up.    
Table 25 
 
PCL and HADS Mean Scores in the Veterans’ Hollywood Clinic 2007-8 PTSD Treatment Group with 
Schema Therapy and a Comparison Group at Intake and 3 Month Follow-up 
 
              Mean (± Standard Deviation)  
            __________________________ 
     
Measurement   Group      Intake           3 Months        
                          Post-Course         
 
PTSD    Schema Group    63.8 ± 10.4       53.9 ± 13.7ª         
    Comparison Group  65.1 ±   9.9   59.4 ± 11.6ª        
   
 
Anxiety   Schema Group    13.8 ± 3.5       11.4 ± 3.9ª         
    Comparison Group  14.4 ± 3.7   13.3 ± 3.7ª        
   
 
Depression  Schema Group    11.7 ± 4.1    9.2 ± 4.1ª     
    Comparison Group  11.9 ± 3.8  10.6 ± 4.4ª     
     
 
Note. n = 49 for Schema Group. ª = significant difference between intake and 3 month follow-up. 
 
Table 26 
 
Repeated Measures Analysis of Variance Between-Subjects Factors of PCL and HADS Mean Scores 
between the Veterans’ Hollywood Clinic 2007-8 PTSD Treatment Group with Schema Therapy and a 
Comparison Group at Intake and 3 Month Follow-up for Group, Time, and Group by Time 
 
                           F ratio (Partial η²)  
     ______________________________________________________ 
     
Measurement     Group      Time           Group * Time  
                        
 
PTSD (PCL)   4.41  (.025)*   71.22  (.290)***   5.06  (.028)*    
 
                           
Anxiety (HADS)   5.52  (.031)*   30.43  (.152)***   4.06  (.023)*   
                  
 
Depression (HADS)  1.64 (.010)    31.35 (.156)***    2.99 (.017) 
    
    
Note. *p < .05, ***p < .001 F ratios had 1,174 degrees of freedom for the PCL, and 1,170 degrees of 
freedom for the HADS. 
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The Group * Time interaction revealed a greater decrease in PTSD (p = .026) and 
anxiety (p = .045) scores in the schema group than in the control group, but decreases in 
depression did not differ significantly between groups (p = .085) over time.   
The significant main effect for Time indicated that both treatment approaches 
were effective, demonstrated by a reduction in PTSD (p < .001), anxiety (p < .001), and 
depression (p < .001) scores.   
  The difference between schema (n = 49) and comparison group (n = 127) PTSD 
intake means was not significant (t(174) = -0.77, p = .420), but the difference between the 
three-month follow-up means was (t(174) = -2.70, p = .008) (see Figure 4).  The 
difference between schema (n = 49) and comparison group (n = 123) anxiety intake 
means was not significant (t(170) = -0.97, p = .334), whereas the difference betweens 
means at three-month follow-up was significant (t(170) = -3.01, p = .003) (see Figure 5).  
This is consistent with the group*time interaction effect reported above.    
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Figure 4. Comparison of PTSD scores at intake and 3 month follow-up. 
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Figure 5. Comparison of anxiety scores at intake and 3 month follow-up. 
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CHAPTER 8  
DISCUSSION 
8.0 Overview                                                                                                                                                   
The present study results suggest that schema-focused therapy within a group 
PTSD treatment program may weaken early maladaptive schemas and thereby have a 
positive effect on mental health status through symptom and relationship improvement.  
Given that underlying maladaptive schemas about the individual, other people, and the 
world generally lead to negative feelings and self-defeating behaviours, this finding 
indicates support for the central role of treating cognitive processes in PTSD (Mueser et 
al., 2007).   
Support was also found for the hypothesis that PTSD, anxiety, and depression 
symptoms would decrease from intake to program termination in veterans, and that these 
gains would be maintained at three months post-course follow-up.  In addition, veterans’ 
current relationship scores increased over the course of the program, and these changes 
persisted at three months follow-up.  The partners of the veterans likewise experienced an 
improved relationship with their veteran partner over this period.  
It was also found that PTSD and anxiety decreased more from intake to         
three-month follow-up in veterans who participated in schema-focused therapy within a 
PTSD treatment group than in veterans who participated in a similar PTSD group 
treatment program but without schema-focused therapy.   
8.1  Early Maladaptive Schemas and Psychopathology within Group Treatment 
Seventeen of the veterans’ early maladaptive schemas weakened during the PTSD 
treatment curriculum.  Change was maintained for 12 schemas, and further improved for 
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five schemas, at three-month post-course follow-up.  Although Young et al. (2003) 
maintained that schemas are difficult to change as they are deeply held beliefs learned at 
a young age that provide feelings of security and predictability, the present study has 
demonstrated evidence of early maladaptive schema change within a chronic PTSD war-
veteran group treatment program.  Nordahl et al. (2005) also demonstrated pre-post 
change in fifteen early maladaptive schemas utilising schema-focused therapy with a 
civilian sample in relation to personality pathology.  
Of interest is the disparity between the present study outcome of alteration in 
seventeen early maladaptive schemas, and the Welburn et al. (2000) finding that only 
three schemas improved over 12 weeks of treatment for PTSD, anxiety, and depression.  
The Welburn et al. (2000) program, with a clinical civilian population, consisted of 
psychotherapy, CBT, assertiveness training, life skills training, and health promotion, but 
no schema-focused therapy.  This seems to imply that some early maladaptive schema 
change may be an outcome of cognitive-based group treatment, although a limitation in 
the Welburn et al. (2000) study is the lack of follow-up to measure if gains were 
maintained.  In comparison, the present study finding suggests that whilst cognitive 
therapy may influence some early maladaptive schemas (e.g., Welburn et al., 2000), the 
addition of specific schema-focused therapy consisting of cognitive, affective, 
behavioural, and interpersonal components appears effective in modifying seventeen 
early maladaptive schemas which are maintained post-course.   
The nine sessions of standard CBT prior to the six schema sessions in the 2007-8 
schema-focused program may have prepared the veterans for schema-focused therapy as 
the CBT concepts, methods, and processes, especially within a group setting, may have 
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become familiar.  Similarly, in the Gude and Hoffart (2008) study, five weeks of 
cognitive treatment preceded schema-focused therapy.  According to Young et al. (2003), 
schema-focused therapy expands on standard CBT by putting a greater emphasis on 
exploring early life origins of psychological problems, on emotive techniques, and on 
maladaptive coping styles.   
The significant modification in the majority of schemas in the 2007-8 schema-
focus group may indicate a clustering effect where change in one schema may facilitate 
change in others, particularly as veterans usually only had time within the group to 
explore and challenge up to three schemas each.  It may also indicate the efficacy of 
group therapy.  Kessler et al. (1997), and Warburton and McIlwain (2004), have 
suggested that childhood adversity tends to cluster, which means that certain maladaptive 
information processing biases may have a common origin in harmful experiences in early 
childhood that may cluster together.  This means that the experiences that created one 
type of maladaptive bias may create a number of them (Warburton & McIlwain, 2004).  
Young et al. (2003) stated that certain clusters of schemas are triggered together, and 
cites the example of a person in a “Vulnerable Child” state or mode where schemas of 
emotional deprivation, abandonment, and vulnerability may be concurrently activated.  
The corollary of this is that the weakening of one schema may lead to a synergistic effect 
on other schemas. An adverse early home environment could exert an influence on PTSD 
through the long-term effects of consequent schema-related maladaptive coping and 
interpersonal styles.  This may result in poorer social supports and greater stress levels, 
particularly with the veterans’ immediate family (Durbin, Klein, & Schwartz, 2000).  
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The weakening of schemas in the present study, categorised into five schema 
domains (Young et al., 2003), was associated with an improvement in PTSD symptoms 
from baseline to follow-up, independently of all variables measured at intake.  This 
finding appears similar to results reported by Nordahl et al. (2005) where changes in all 
fifteen early maladaptive schemas seemed to predict relief in general symptomatic 
distress (GSI post-treatment score).  However, the Nordahl et al. (2005) sample did not 
consist of war-veterans with PTSD.  The present study result consolidates the study one 
finding of a strong relationship between early maladaptive schemas and PTSD.  
Treatment changes in the impaired autonomy domain comprising schemas of 
dependence/incompetence, vulnerability to harm, enmeshment, and failure, were 
significantly associated with just over a quarter of the treatment changes in PTSD in the 
present study.  According to Young et al. (2003), the impaired autonomy domain includes 
expectations about a person and their environment that interfere with the person’s 
perceived ability to separate, survive, function independently, or perform successfully.  
This synopsis bears similarity to PTSD outcomes.  With this impaired profile, it is 
possible that veterans may experience negative impact both from PTSD symptoms and 
activated maladaptive schemas.  Such a symptom conundrum may facilitate thoughts of 
impending harm, feelings of failure, and negative perceptions of independent and 
successful living.  Treatment of schemas may therefore invoke a change in symptoms of 
PTSD.  It is also possible that treatment of PTSD may weaken schemas.    Irrespective of 
the hypothesised direction of influence, given the likely schema-PTSD relationship, 
schema-focused therapy may be an important component of PTSD treatment, and may 
influence treatment gains.  
  155                                                                                 Early Maladaptive Schemas, PTSD and Vietnam Veterans 
 
Psychopathology decreased and decreases were maintained post-course in 
veterans who participated in schema-focused therapy within the 2007 and 2008 treatment 
program.  Although the veteran comparison group, with no schema-therapy, also 
experienced a reduction in PTSD, anxiety, and depression, comparison between the two 
groups demonstrated a greater symptom decrease in PTSD and anxiety at three months 
post course in the group that received the schema therapy module.  The result implies that 
schema-focused therapy may produce more changes in PTSD and anxiety, which may 
indicate empirical support for this modality’s effectiveness in a veteran group setting, 
possibly in conjunction with CBT and exposure therapy. 
Depression decreased to a similar extent in both the schema therapy and historical 
control groups at three month follow-up.  The lack of difference was unexpected as 
depression exhibits high comorbidity rates with PTSD and shares associated symptoms 
such as anhedonia, sleep problems, and concentration difficulties (Grant, Beck, Marques, 
Palyo, & Clapp, 2008).  Depression is associated with the development of negative 
thoughts, depressive rumination, the activation of schemas, and low mood (Ehring, 
Ehlers, & Glucksman, 2008).  Early maladaptive schemas have been assessed or treated 
in depression (e.g., Harris & Curtin, 2002; McGinn et al., 2005; Shah & Waller, 2000).  It 
is possible that schemas associated with depression may require a different or more 
intense type of schema-focused therapy than the anxiety disorders.  It is also possible that 
schema-focused therapy for comorbid depression within a chronic PTSD group may 
require additional individual therapy.  These hypotheses will require further exploration 
with a larger sample.  
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8.2  Veterans and Partners Relationships  
It is likely that veterans’ symptoms and quality of life interact mutually over time, 
with symptom decline exacerbating relationship dissatisfaction and symptom 
improvement leading to improved relationships (Schnurr et al., 2006).  Present study 
indicators of veterans’ relationship satisfaction with partners, family, and friends 
improved over time.  A reciprocal enhancement in relationships was verified by the 
partners of veterans.  These gains were sustained post-course.  Given there was a 
significant difference between veterans and their partner’s relationship scores at program 
commencement, these results suggest program effectiveness in fostering relationships.   
8.3 Study  Limitations 
The study was not a randomised controlled trial, and consisted of middle age or 
older military veterans with chronic PTSD (CAPS-1 psychiatrist interview and PCL 
military version diagnosis). As these volunteer participants may not be representative of 
the general population of PTSD sufferers, their findings may not generalise to other 
PTSD groups.  A waiting-list control group was not included; therefore, natural 
spontaneous remission or improvements cannot be ruled out (Tarrier et al., 1999).  
It was not possible to control for all confounding variables.  Given the variety of 
treatment modules (e.g., CBT, anger management, relaxation training, exposure therapy) 
within the group PTSD program, it was impossible to determine the influence of different 
modules.  Veterans were receiving psychopharmacological treatment from a variety of 
sources and complete medication data was not available.  At least one study (Livanou et 
al., 2002) reported that symptoms lessened prior to improvement in maladaptive beliefs, 
signifying that reducing distress may assist in alteration of maladaptive beliefs (Gray et 
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al., 2007).  Further, Gray et al. (2007) reported that exposure therapy alone promoted 
significant changes in maladaptive beliefs.  Such symptom improvement may also occur 
before changes in early maladaptive schemas.  It may be the case that there are multiple 
paths to belief change (Smucker et al., 2003).  This could be tested in a future study by 
more frequent assessments or by utilising a cross-over design where half of a group 
would initially receive cognitive and/or exposure therapy while the other half received 
schema-focused therapy first.  A further limitation was the absence of an individual 
schema-focused therapy (Young et al., 2003) control group to compare against group-
therapy results. However, schema group and comparison group outcome differences 
supported the effectiveness of schema-focused therapy for PTSD and anxiety over other 
treatment modules.  
Although group treatment is standardised and monitored by the Australian Centre 
for Posttraumatic Mental Health (Creamer et al., 2006; Hawthorne et al., 2004), staff 
changes or variations in subject matter and technique at Hollywood Clinic during the six 
year period during which comparative data was collected may have contributed to 
variations in therapeutic outcome. Nevertheless, despite possible variation in comparative 
data, effects of schema therapy were identified. 
Even though the age ranges and the psychopathology means of the two groups 
were similar, veterans in the historical comparative group may have been closer in time to 
the Vietnam War, although the 2007 and 2008 group contained veterans from recent 
conflicts.  Even though CBT is standardised, advances in CBT, through up to date 
evidenced based research staff education and training, may have been incorporated into 
more recent Hollywood Clinic groups.  
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8.4 Study  Implications 
The present study finding has implications for schema-focused therapy as a useful 
intervention within PTSD treatment.  Schema theory postulates that a change in early 
maladaptive schemas will contribute to resolving psychopathology (Nordahl et al., 2005; 
Riso, 2007; Young et al., 2003).  Therefore, interventions aimed at weakening or 
modifying veterans’ schemas may be important in decreasing veterans’ symptoms 
(Nordahl et al., 2005; Riso, 2007), as found in the present study.  As a consequence of the 
implied schema-PTSD association, it is possible that therapists treating war-related PTSD 
patients can expect to encounter early maladaptive schemas in the course of group 
therapy.  This may manifest in PTSD patients facing greater challenges in using the 
standard cognitive therapy model, and the likelihood of difficulty in establishing a 
productive therapeutic alliance (Riso & Newman, 2003).  Ford and Kidd (1998) stated 
that results from controlled trials indicate that a majority of adults with chronic PTSD do 
not complete or benefit from intensive psychotherapy, and Creamer et al. (2006) reported 
that a predominantly CBT approach failed to produce symptom change in one third of 
veterans with combat-related PTSD. Veterans may benefit from the holistic cognitive, 
experiential, affective, and behavioural components approach of schema-focused therapy, 
as the schema model specifically targets early maladaptive schemas (Gude & Hoffart, 
2008; Young et al., 2003) considered to be the deepest level of cognitive structures 
(Nordahl et al., 2005; Young, 1999).  As a result, schema-focused therapy may be 
efficacious in treating PTSD, possibly in conjunction with standard cognitive therapy.  
Enhanced treatment effectiveness may require that early maladaptive schemas are 
measured and treated as schema-focused therapy may shape treatment outcomes.   
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8.5 Future  Research 
  Future research could aim to replicate the present study, but as a randomised 
controlled trial to further test the efficacy of schema-focused therapy in veterans’ group 
treatment.  Furthermore, given that the present study, and Gude and Hoffart (2008) and 
Nordahl et al. (2005), have shown the impact of group schema-focused therapy on 
psychopathology, future research might undertake a component analysis study to explore 
and understand which component/s (cognitive, affective, or behavioural) in schema-
focused therapy has the greater effect on early maladaptive schema modification, in 
relation to change in psychopathology, within a war veterans’ PTSD treatment program.  
Also, as the causal direction remains to be established (e.g., Welburn et al., 2000, where 
three early maladaptive schemas changed as an outcome of a cognitive treatment program 
without schema-focused therapy), another prospective study might explore whether early 
maladaptive schema or psychopathology (PTSD, anxiety, depression) scores decreased 
first during treatment, and to compare schema change in treatments with an explicit 
concentration on schemas with treatments that focus elsewhere (e.g., on exposure to 
frightening situations or thoughts).   
8.6 Conclusion 
The present study established the feasibility of early maladaptive schema-focused 
therapy within a veterans’ PTSD treatment group, evidenced by modified core cognitive 
structures and decreased symptoms of psychopathology at the end of treatment and at the 
three-month follow-up.  PTSD veteran group treatment programs should consider the 
inclusion of schema-focused therapy to benefit program effectiveness.  
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CHAPTER 9 
GENERAL DISCUSSION 
9.0  Summary of Findings 
This study investigated the role of early maladaptive schemas in understanding 
and treating PTSD.  Two studies were conducted.  The first study explored the 
relationship between childhood experiences, early maladaptive schemas and PTSD in a 
sample (N = 220) of Vietnam War veterans. In a separate sample of PTSD diagnosed 
(CAPS-1 psychiatrist interview and PCL military version) veterans (N = 54), treatment 
effects of schema-focused therapy were analysed within an Australian Centre for 
Posttraumatic Mental Health (ACPMH) accredited and standardised veterans’ PTSD 
group program (Creamer et al., 2006; Hawthorne et al., 2004).  In both studies, the PTSD 
diagnosed Vietnam veterans recorded the same high level of early maladaptive schemas, 
with no overall significant difference between the two groups (see Table 27).  However, 
early maladaptive schema scores were greater in the second study PTSD diagnosed 
(CAPS-1 psychiatrist interview and PCL military version) veterans than in veterans 
without a PSTD diagnosis who participated in the first study (see Table 28).  Together, 
these findings suggest that the veterans with PTSD who participated in the first study 
were representative of the broader population of Vietnam veterans with PTSD.   
Vietnam War veterans diagnosed with PTSD scored significantly higher on the 
Young Schema Questionnaire (Young & Brown, 2003) and had significantly higher 
scores on the Measure of Parental Style (Parker, Roussos et al., 1997) instrument than 
veterans not diagnosed with PTSD.  These findings indicated a possible influence of 
childhood factors (e.g., Andrews et al., 2000; Breslau et al., 1999; King et al., 1996; 
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Koenen et al., 2003; Kulka et al., 1990a; Streimer et al., 1985) and early maladaptive 
schemas (Young et al., 2003) on PTSD development or maintenance.  Further, it was also 
discovered that the relationship between recalled negative parenting and PTSD diagnosis 
(e.g., Bremner et al., 1993; Brewin et al., 2000) was mediated by 15 early maladaptive 
schemas, implying that veterans who remember their parents as being indifferent, 
overprotective, or abusive have greater PTSD and this relationship is mediated by 
dysfunctional cognitive beliefs.  Admission to hospital in Vietnam was found to be the 
only war variable related to PTSD diagnosis, and the relationship between this variable 
and PTSD diagnosis was mediated by five early maladaptive schemas.  Younger age 
(e.g., Green et al., 1990; King et al., 1996) and being wounded in Vietnam (e.g., Chemtob 
et al., 1990) were not predictors of PTSD, contrary to findings in U.S. veterans.  An 
Australian study (O’Toole et al., 1999) also found that being wounded was not related to 
PTSD.    
Given the first study finding of an association between early maladaptive schemas 
and PTSD, this relationship was further explored in a veterans’ 2007-8 PTSD group 
program that included a schema-focused therapy module.  Treating PTSD with cognitive 
and exposure therapy and schema-focused therapy appeared to lead to a reduction in 
psychopathology.  Treatment results indicated improvement in PTSD, anxiety, and 
depression from intake to termination, retained at three-month follow-up.  Veterans’ 
relationships improved from admission and were sustained at follow-up, with 
synchronism in the relationships of partners of veterans with the veterans.  Seventeen of 
the YSQ schemas weakened significantly during the program and scores were maintained 
or decreased further at follow-up.  Schemas were then grouped into domains (Young et 
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al., 2003) to minimise the number of independent variables. Changes in the five schema 
domains (disconnection and rejection, impaired autonomy and performance, impaired 
limits, other-directedness, and overvigilance and inhibition) were associated with an 
improvement in PTSD symptoms from baseline to follow-up independently of scores at 
baseline, with treatment changes in the impaired autonomy and performance domain 
(dependence/incompetence, vulnerability to harm, enmeshment, and failure schemas) 
being significantly associated with 26.3% of the treatment changes in PTSD.  The valid 
comparison of two veteran groups with a close match on age and psychopathology at 
baseline, treated at the same clinic with manualised and standardised cognitive and 
exposure therapy (see Appendix X), but with schema-focused therapy for the 2007-8 
group, showed that PTSD, anxiety, and depression symptoms significantly improved 
between intake and three-month follow-up for both groups, but PTSD and anxiety 
improved more for the early maladaptive schema-focused therapy group (n = 54) than the 
historical comparison group without schema-focused therapy (n = 127). 
Although studies have demonstrated symptom improvement and modification of 
maladaptive beliefs relating to trauma (e.g., Kubany et al., 2003; Monson et al., 2006; 
Mueser et al., 2007; Resick & Schnicke, 1992), it appears that no study has specifically 
investigated schema focused therapy in relation to early maladaptive schema, PTSD, 
anxiety, and depression changes within a group treatment program.  Welburn et al. (2000) 
measured early maladaptive schemas of a civilian cognitive treatment group (but no 
schema-focused therapy) with PTSD, anxiety, and depression, and found significant pre-
post change in psychiatric distress and in three early maladaptive schemas.  This outcome 
suggests that cognitive therapy may encounter early maladaptive schemas, implying a 
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role for additional schema-focused therapy in treatment.  Two studies of non-PTSD 
condition civilian groups utilising schema-focused therapy (Young et al., 2003) 
demonstrated change in early maladaptive schemas and psychopathology (e.g., Gude & 
Hoffart, 2008; Nordahl et al., 2005).  These results, and the present study outcomes, 
imply that early maladaptive schema-focused therapy (Young et al., 2003) appears to 
alter core cognitive structures in association with changes in psychopathology within a 
group program.        
It is likely that any therapeutic treatment will influence underlying schemas, as 
early maladaptive schemas may play an aetiological, mediating or moderating role in 
PTSD, anxiety (Muris, 2006), depression (Harris & Curtin, 2002; McGinn et al., 2005; 
Riso & Newman, 2003; Sachs-Ericsson et al., 2006; Shah & Waller, 2000; Soygut & 
Savasir, 2001), eating disorders (Waller, 2003; Waller et al., 2001; Waller et al., 2000), 
and self-mutilation (Castille et al., 2007).  Schemas are considered a major factor in the 
diathesis-stress model of psychiatric disorders (Bamber & McMahon, 2008; Muris, 2006; 
Sachs-Ericsson et al., 2006; Young, 1990, 1999; Young et al., 2003), and may be a 
maintaining factor for persistent pathology (Riso et al., 2006).  Therefore, assessment of 
early maladaptive schemas may have significant implications on veterans’ clinical 
profiles, case conceptualisation, and treatment planning.  For example, veterans with an 
elevated vulnerability to harm or mistrust/abuse schema will require a safe environment 
as a basic treatment prerequisite.  
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9.1  Comparison of Two Vietnam Veteran Groups  
Table 27 
 
Comparison between the Hollywood PTSD Diagnosed Treatment Seeking Vietnam 
Veteran Group at intake and the Study One PTSD Diagnosed Vietnam Veteran Sample 
Early Maladaptive Schema Scores 
 
 
              Mean (± Standard Deviation) 
           __________________________ 
     
Hollywood Study  One 
    PTSD      PTSD 
Vietnam Vietnam 
Veterans Veterans 
   
Early Maladaptive Schema  (n = 32)  (n = 163)   F(1, 193)      p         Partial η² 
  
 
Emotional Deprivation  33 ± 29  29 ± 31     .41          .525    .002 
Abandonment     31 ± 28  21 ± 23   4.53          .035    .023 
Mistrust/Abuse    44 ± 32  28 ± 28   8.39          .004    .042 
Social Isolation    41 ± 37  33 ± 30   1.54          .216    .008 
Defectiveness/Shame   29 ± 29  18 ± 23   5.14          .024    .026   
Failure       27 ± 35  14 ± 24   6.67          .011    .033 
Dependence/Incompetence  22 ± 28  10 ± 17   9.66          .002    .048 
Vulnerability      38 ± 30  28 ± 26   3.67          .057    .019   
Subjugation      30 ± 33  18 ± 25   6.15          .014    .031   
Self-Sacrifice      49 ± 31  42 ± 27   1.76          .186    .009   
Emotional Inhibition    58 ± 33  48 ± 32   2.75          .099    .014 
Unrelenting Standards    45 ± 30  40 ± 28     .68          .412    .003   
Entitlement      30 ± 24  23 ± 23   2.32          .129    .012  
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Table 27 (continued) 
 
 
              Mean (± Standard Deviation) 
           __________________________ 
     
Hollywood Study  One 
    PTSD      PTSD 
Vietnam Vietnam 
Veterans Veterans 
  
Early Maladaptive Schema  (n = 32)  (n = 163)   F(1, 193)      p         Partial η² 
  
 
Insufficient Self-Control  41 ± 26  35 ± 29   1.30          .256    .007 
Approval Seeking    25 ± 24  19 ± 24   1.66          .199    .009 
Negativity/Pessimism   38 ± 33  31 ± 31   1.12          .292    .006 
Punitiveness      43 ± 26  37 ± 28   1.04          .309    .005 
   
Note. The Bonferroni correction for .05/17 is p = .003. 
ANOVAs, with Bonferroni correction, revealed no significant differences 
between the Hollywood clinical PTSD diagnosed (CAPS-1 psychiatrist interview and 
PCL military version) treatment-seeking Vietnam veteran group at intake, and the self-
selected PTSD diagnosed study one Vietnam veteran sample, on early maladaptive 
schema scores, except for the dependence/incompetence schema (p = .002).  Pillai’s 
Trace: F(17, 177) = 1.27, p = .217, partial η² = .109, indicated no significant difference in 
early maladaptive schemas between the two groups of Vietnam veterans with PTSD.  
This indicates that the veterans share similar dysfunctional schemas, and might suggest 
that the self-selected study one sample of Vietnam veterans is representative of Vietnam 
veterans with PTSD.   
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Table 28 
 
Comparison between the Hollywood PTSD Diagnosed Treatment Seeking Vietnam 
Veteran Group at intake and the Study One No-PTSD Vietnam Veteran Sample Early 
Maladaptive Schema Scores 
 
 
              Mean (± Standard Deviation) 
           __________________________ 
     
Hollywood Study  One 
    P T S D       N o - P T S D  
Vietnam Vietnam 
Veterans Veterans 
   
Early Maladaptive Schema  (n = 32)  (n = 57)   F(1, 87)       p         Partial η² 
  
 
Emotional Deprivation  33 ± 29  17 ± 24   8.44          .005    .088 
Abandonment     31 ± 28    5 ±   9  42.59          .000    .329 
Mistrust/Abuse    44 ± 32    6 ± 11  66.66          .000    .434 
Social Isolation    41 ± 37    8 ± 17  32.48          .000    .272 
Defectiveness/Shame   29 ± 29    4 ±   9  38.97          .000    .309   
Failure       27 ± 35    3 ±   9  23.36          .000    .212 
Dependence/Incompetence  22 ± 28    2 ±   7  24.47          .000    .220 
Vulnerability      38 ± 30    6 ± 11  54.97          .000    .387   
Subjugation      30 ± 33    5 ± 10  27.89          .000    .243   
Self-Sacrifice      49 ± 31  26 ± 20  17.61          .000    .168   
Emotional Inhibition    58 ± 33  18 ± 23  44.10          .000    .336 
Unrelenting Standards    45 ± 30  23 ± 20  16.80          .000    .162   
Entitlement      30 ± 24    9 ± 14  28.53          .000    .247  
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Table 28 (continued) 
 
 
              Mean (± Standard Deviation) 
           __________________________ 
     
Hollywood Study  One 
    P T S D       N o - P T S D  
Vietnam Vietnam 
Veterans Veterans 
  
Early Maladaptive Schema  (n = 32)  (n = 57)   F(1, 87)       p         Partial η² 
  
 
Insufficient Self-Control  41 ± 26  11 ± 17  41.85          .000    .325 
Approval Seeking    25 ± 24    7 ± 13  20.05          .000    .187 
Negativity/Pessimism   38 ± 33    8 ± 19  28.93          .000    .250 
Punitiveness      43 ± 26  17 ± 18  28.95          .000    .250 
   
Note. The Bonferroni correction for .05/17 is p = .003. 
ANOVAs, with Bonferroni correction, revealed significant differences between 
the Hollywood clinical PTSD diagnosed (CAPS-1 psychiatrist interview and PCL 
military version) treatment-seeking Vietnam veteran group at intake, and the self-selected 
study one Vietnam veteran sample without PTSD, on early maladaptive schema scores, 
except for the emotional deprivation schema (p = .005).  Pillai’s Trace: F(17, 71) = 16.28, 
p < .001, partial η² = .796, indicated significant differences in early maladaptive schemas 
between the two groups of Vietnam veterans.   
9.2 Methodological  Limitations 
As noted previously, limitations in the memory of aged veterans with chronic 
PTSD may make retrospective accounts unreliable.  Further, it is possible that the 
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symptoms of PTSD may have negatively influenced reports of parenting, anxiety, 
depression, and early maladaptive schemas.  The study design may place limits on how 
far to generalise from the study results.  It was not possible to control for all confounding 
variables.  Whilst schema-focused therapy (Young et al., 2003) within the PTSD 
treatment program may have weakened early maladaptive schema content and reduced 
psychopathology, the discrete or moderating role or influence of other factors on the 
outcome is not clear.  For example, moderators might include the impact of standard CBT 
apart from schema-focused therapy, physiological symptom alleviation, prolonged 
exposure, life-skills training, improved social or partner relationships, the veteran-group 
support context, and discrepancy in staff skills and delivery.  Other factors not measured 
by this study, such as combat intensity (e.g., Koenen et al., 2003; O’Toole et al., 1999), 
peri-traumatic dissociation (e.g., Brewin et al., 2000; Dalgleish, 2004; O’Toole et al., 
1999; Simmons & Granvold, 2005) or combat stress reaction (e.g., Solomon & 
Mikulincer, 2007), may have a role in war-related PTSD development and maintenance.  
Staff changes over time and developments in CBT including exposure techniques may be 
associated with variations in therapeutic outcome in Hollywood Clinic groups.   
9.3  Directions for Future Research  
Given the results of this study, further research investigating early maladaptive 
schemas and PTSD would be warranted.  A prospective design with military personnel 
deploying to war zones would supply baseline data and time-linked post-war schema and 
psychopathology measures and associations for analysis.  A control group would consist 
of similar but non-deploying personnel.   
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Future research might also explore whether early maladaptive schema 
modification preceded symptom improvement (e.g., Gude & Hoffart, 2008; Nordahl et 
al., 2005), or if symptom improvement preceded schema weakening as reported by 
Welburn et al. (2000).  Within this prospective research design, three distinct treatments 
for PTSD could be investigated: cognitive therapy, exposure and cognitive therapy, or 
exposure therapy, to discover if symptom improvement (PTSD, anxiety, and depression) 
for each treatment precedes schema weakening.  This design would also test which 
treatment had the strongest effect on schema modification.  The study would require a 
wait-list control group with baseline symptom and early maladaptive schema measures.  
Future study could also explore the question of which part/s of schema-focused therapy 
(cognitive, affective, or behavioural) is the most effective.  Given that the 2007-8 
Hollywood Clinic group experienced six schema-focused group therapy sessions, 
compared to the Gude and Hoffart (2008) eight group and ten individual schema-focused 
sessions, a further study could investigate the most effective number, type, and 
combination of schema-focused therapy sessions within a group treatment program.  
9.4 Study  Conclusions   
Despite limitations, the results of this study with both retrospective (first study) 
and prospective (second study) designs provide preliminary evidence that in war veterans 
early maladaptive schemas may play a major role in the growth, maintenance, and 
treatment of PTSD.  It appears that the veterans’ early childhood milieu and connected 
early maladaptive schemas may be more crucial for PTSD development than war 
experiences, although it is possible that the combat zone and linked stressful post-
deployment sequels may activate or foster schemas associated with PTSD.  
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Psychotherapeutic processes are likely to meet veterans’ underlying early maladaptive 
schemas.  In the present study, the inclusion of early maladaptive schema-focused 
therapy within a group treatment modified core cognitive structures and decreased 
symptoms of psychopathology. Thus, it is likely that schema-focused interventions 
augmenting existing cognitive and exposure-based therapy will assist veterans.   
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 Appendix A:  Study Advertisement 
 
Study Advertisement 
 
Vietnam Veterans’ wanted for help in a study of war-related 
posttraumatic stress disorder (PTSD). 
The study is trying to understand what influences the 
development of PTSD in war veterans so that future treatment 
can be more effective.  
 
Volunteers are required to complete anonymous questionnaires about their 
thoughts and feelings. 
 
The questionnaires are usually not difficult and will take about 30-60 
minutes to complete. 
 
To participate in this study you need to be a Vietnam Veteran either with 
PTSD or without PTSD. 
 
The questionnaires, an information sheet, and a reply paid envelope are 
available from the researcher. 
 
Once completed, please mail them anonymously to the researcher. 
 
This study is being conducted by David Cockram, a registered psychologist, 
as part of his Doctor of Psychology research. 
 
David is a Vietnam Veteran who served in a rifle company with 3 RAR. 
 
All responses are anonymous so no person can be identified, but results of 
the study will be available later.  
 
Thank you for your time and support. 
 
For more information about the study or to obtain a questionnaire package 
please contact: David on 0417 457 295, by email dcockram@netspace.net.au   
or the research supervisor Dr Chris Lee, School of Psychology, Murdoch 
University, Perth, 6150, on (08) 9360 6828, or chris.lee@murdoch.edu.au   
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Appendix C:   Information and Consent Form 
 
 
 Appendix D:  Information Sheet 
 
Self-beliefs and posttraumatic stress disorder in Vietnam veterans. 
 
I am conducting a study to try to understand what influences the development of posttraumatic stress 
disorder (PTSD) in Vietnam Veterans so that future treatment can be more effective.  Previous studies have 
not explicitly examined the potential relationship between self-beliefs and the development of 
posttraumatic stress disorder.  So the aim of this study is to see whether or not the development of 
posttraumatic stress disorder is associated with these beliefs. 
 
My name is David Cockram and I am a registered psychologist and a Doctor of Psychology student at 
Murdoch University, Perth.  I am conducting this research as part of my studies.  I am a Vietnam Veteran 
(3 RAR).  This research has been approved by the Murdoch University Human Research Ethics Committee.   
 
I am asking Vietnam Veterans with or without PTSD to complete anonymous questionnaires about their 
thoughts and feelings.  These questionnaires are usually not difficult to fill out, and take about 30-60 
minutes to complete. 
 
To participate in this study you need to be a Vietnam Veteran, and if this is the case then I would ask you to 
complete the enclosed questionnaires.    Completion of the questionnaires is, of course, voluntary.  The 
questionnaires (either completed or not) and the signed consent form should be returned to Dr Lee in the 
reply paid envelope.   
 
All information will be kept confidential and no information will be personally identifiable.  If you consent 
to take part in this study please sign the attached consent form and complete the questionnaires attached to 
this letter.   
 
If you find that answering the questionnaires is distressing you may decide not to continue, in addition you 
may feel free to refuse to answer any of the questions asked in this study.  If you feel any lasting distress, 
you may wish to talk to someone on the following telephone numbers: 
 
VVCS Veterans’ Line:  1800 011 046 
 
VVAA Line:     0500 887 766, or mobile phone: 0407 922 591  
 
Lifeline:    13  11  14 
 
My supervisor and I are happy to discuss with you any concerns you may have on how this study has been 
conducted. If you wish to talk to an independent person about your concerns you can contact Murdoch 
University's Human Research Ethics Committee on (08) 9360 6677. 
 
If you have any questions or queries about the research, or would like to know the outcomes of this study, 
please contact my supervisor, Dr Chris Lee, School of Psychology, Murdoch University, Perth, 6150, on 
(08) 9360 6828, or chris.lee@murdoch.edu.au 
 
Thank you very much for contributing your time and participating in this research. 
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Appendix F:  Hollywood Hospital Consent Form 
 
Hollywood Clinic PTSD Program Consent Form 
 
 Appendix G:  Demographic Questionnaire 
 
To begin with please answer the following background information 
questions. 
Section 1. 
 
 
A1.  Are you?     male  female       (please tick to indicate)         
                            
A2. How old are you now? _________________________  
 
A.3  Before Vietnam, how many years of school did you complete? ____________________ 
 
A.4  Before Vietnam, did you go to university, technical college, teachers college Yes  No 
                                                                                                                           (please circle)   
A.5  If yes, please circle: university, technical college or teachers college.  
 
A.6  Were you a National Serviceman?  Yes   No  (please circle) 
                                                     
A7  How many tours of duty in Vietnam did you do? One, Two, Three, Four or more  
                                                                                                                      (please circle)   
A.8  What was your age during your 1
st tour? ________________ 
 
A.8a  What was your age during your 2
nd tour? ______ 3
rd tour? ______ 4
th tour? _______ 
 
A.9  Who did you serve with: Navy, Army, or RAAF? (please circle) 
 
A.10  Did you serve on land in Vietnam?  Yes  No (please circle)   
 
A.11  Did you serve in a combat or support role? (please circle) 
 
A.12  What ship, unit, or squadron, did you serve with in Vietnam?  ____________________ 
 
A.13  Were you wounded in Vietnam?  Yes   No  (please circle) 
 
A.14  Were you hospitalised in Vietnam?   Yes   No  (please circle) 
 
A.15  Why were you in hospital?  Wound, illness, please describe: _____________________ 
 
 
A.16  How long were you in hospital in Vietnam? ________________________ 
 
A.17  Do you have ongoing health problems?  Please provide details: ___________________     
 
 
 
A.18  Have you been diagnosed with PTSD?  Yes  No (please circle) 
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Section 2 
 
Traumatic events in childhood may increase vulnerability to traumatic events later on in 
life.  Below is a list of questions about experiences you may have had in your childhood 
during the first 16 years of your life: 
 
 
B.1  Did you move house?  Yes  No  (please circle)  
 
B.1a  If yes, how many times?   One, Two, Three, Four or more (please circle) 
 
B.2  During your first 16 years of life were you in a serious car accident? 
Yes  No  (please circle) 
 
B.3  During your first 16 years of life were you in a serious accident other than a 
car accident?   Yes  No  (please circle)  
 
B.3a  If yes, please provide details: _______________________________________ 
 
B.4   During your first 16 years of life did you suffer an injury that required 
medical treatment?  Yes  No  (please circle)  
 
B.4a  If yes, please provide details: ________________________________________ 
 
B.5  During your first 16 years of life was your house burnt down or damaged in a 
natural disaster?  Yes  No  (please circle) 
 
B.6  During your first 16 years of life were you the victim of an incident reported to 
the police that involved physical assault, sexual assault or robbery?   
Yes  No  (please circle) 
 
B.7  During your first 16 years of life did you live with someone who was a problem 
drinker or alcoholic?  Yes  No  (please circle) 
 
B.7a  If yes, tick all who were: father ( ), mother ( ), brothers ( ), sisters ( ),  
other relative ( ), other non-relative ( )   
 
B.8  During your first 16 years of life how many close friends or relatives would help 
you with your emotional problems or feelings if you needed it?   
None, One, Two, Three or more (please circle) 
 
B.9  During your first 16 years of life did you live with anyone who used street drugs? 
Yes  No  (please circle) 
 
B.10  During your first 16 years of life were your parents ever separated or divorced? 
               Yes  No  (please circle)    
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B.11  During your first 16 years of life did any family members die? Yes  No   
                                                                                                       (please circle)  
 
B.11a  If yes, please indicate: mother, father, stepmother, stepfather, brother, sister 
                                                                                                       (please circle) 
B.11b  How old were you when your family member died? _________________ 
 
B.12  During your first 16 years of life did you ever live with a stepfather?   
Yes  No  (please circle) 
 
B.13  During your first 16 years of life did you ever live with a stepmother?   
Yes  No  (please circle) 
 
B.14  During your first 16 years of life were you a foster child?   
Yes  No  (please circle) 
 
B.15  During your first 16 years of life did you ever run away from home for more 
than one day?  Yes  No  (please circle) 
 
B.16  During your first 16 years of life did your brothers or sisters run away from 
home for more than one day?  Yes  No (please circle) 
 
B.17  During your first 16 years of life did anyone in your household attempt to 
commit suicide?  Yes  No  (please circle) 
 
B.18  During your first 16 years of life was anyone in your household admitted to  
hospital (including a mental hospital) for personal or mental problems?   
Yes  No  (please circle) 
 
B.18a  If yes, was this mother, father, brother, sister, other person: _____________?   
           (please circle) 
B.18b  If yes, was hospitalisation for: A few days, One, Two, Three or more weeks  
                                                                                                                   (please circle) 
B.19  During your first 16 years of life was anyone in your household ever charged by 
the police for an offence?  Yes  No  (please circle) 
 
B.20.  During your first 16 years of life did anyone in your household go to prison?  
Yes  No  (please circle) 
 
B.21  During your first 16 years of life was your father unemployed longer than six 
months at a time?  Yes  No  (please circle) 
 
B.22  During your first 16 years of life was your mother unemployed longer than six 
months at a time?  Yes  No  (please circle) 
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B.23  During your first 16 years of life was a parent sacked or made redundant? 
Yes  No  (please circle) 
 
B.23a  If yes, how many times? ______________________ 
 
Sometimes physical blows occur between parents.  While you were growing up in 
 your first 16 years of life, how often did your father (or stepfather) or mother’s 
 boyfriend do any of these things to your mother (or stepmother)?   
Please tick response ( ). 
 
B.24  Push, grab, slap or throw something at her?   
Never ( ), once, twice ( ), sometimes ( ), often ( ), very often ( ) 
 
B.25  Kick, bite, hit her with a fist or with something hard?   
Never ( ), once, twice ( ), sometimes ( ), often ( ), very often ( ) 
 
B.26  Repeatedly hit her for at least a few minutes?   
Never ( ), once, twice ( ), sometimes ( ), often ( ), very often ( ) 
 
B.27  Threaten or use a knife or gun to hurt her?  ?   
Never ( ), once, twice ( ), sometimes ( ), often ( ), very often ( ) 
 
B.28  Did your mother go to the doctor or hospital for injuries as a result of physical  
blows?  Yes  No  (please circle) 
 
B.28a  If yes, how often did she get medical help:  
Once, twice ( ), sometimes ( ), often ( ), very often ( )  
                                                                                                                               
Sometimes parents or other adults spank or hurt children.  While you were growing  
up during your first 16 years of life:  
 
B.29  How often were you spanked?  
Never ( ), once, twice ( ), a few times a year ( ), many times a year ( ), weekly or more  
 
B.29a  How severely were you spanked?   
Not hard ( ), a little hard ( ), medium ( ), quite hard ( ), very hard ( )  
 
B.29b  Did you go to the doctor or hospital for injuries as a result of spanking or  
being hit?  Yes  No  (please circle) 
 
B.29c  If yes, how often did you get medical help:  
Once, twice ( ), sometimes ( ), often ( ), very often ( )  
                                                                                                          
B.29d  How old were you the last time you remember being spanked?  Age: ____  
Appendix I:  Stress Scale 
 
 
 
STRESS SCALE 
Please answer each of these questions about how you have felt since returning from Vietnam.  Circle one 
number next to each question to indicate how you have felt. 
 
  Not at all  Mildly  Medium  Quite a bit  Very 
much 
1. During or after Vietnam, 
did you ever feel numb or 
distant from your 
emotions?  
 
1 
 
2 
 
3 
 
4 
 
5 
2. During or after Vietnam, 
did you ever feel in a daze? 
 
1 
 
2 
 
3 
 
4 
 
5 
 
3. During or after Vietnam, 
did things around you ever 
feel unreal or dreamlike? 
 
1 
 
2 
 
3 
 
4 
 
5 
4. During or after Vietnam, 
did you ever feel distant 
from your normal self or 
like you were watching it 
happen from outside? 
 
1 
 
2 
 
3 
 
4 
 
5 
5. Have you been unable to 
recall important aspects of 
Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
6. Have memories of 
Vietnam kept entering your 
mind? 
 
1 
 
2 
 
3 
 
4 
 
5 
7. Have you had bad 
dreams or nightmares about 
Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
8. Have you felt as if 
Vietnam experiences were 
about to happen again? 
 
1 
 
2 
 
3 
 
4 
 
5 
9. Do you feel very upset 
when you are reminded of 
Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
10. Have you tried not to 
think about Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
 
11. Have you tried not to 
talk about Vietnam? 
 
 
1 
 
2 
 
3 
 
4 
 
5 
12. Have you tried to avoid 
situations or people that 
remind you of Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
13. Have you tried not to 
feel upset or distressed 
about Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
14. Have you had trouble 
sleeping since Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
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15. Have you felt more 
irritable since Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
 
16. Have you had difficulty 
concentrating since 
Vietnam? 
 
 
1 
 
2 
 
3 
 
4 
 
5 
17. Have you become more 
alert to danger since 
Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
18. Have you become 
jumpy since Vietnam? 
 
1 
 
2 
 
3 
 
4 
 
5 
 
19. When you are reminded 
of Vietnam, do you sweat 
or tremble or does your 
heart beat faster? 
 
1 
 
2 
 
3 
 
4 
 
5 
20. How much have these 
distressing memories, 
thoughts, dreams, 
symptoms, interfered with 
your life (e.g., daily 
routine, job, social 
activities)? 
 
1 
 
2 
 
3 
 
4 
 
5 
 
Modified version of the Acute Stress Disorder Scale, Richard Bryant, 1999, University of NSW. 
 
Comments 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
_____________________________________________________ 
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YSQ-L3 
 
INSTRUCTIONS:  
Listed below are statements that a person might use to describe himself or herself.  Please 
read each statement and decide how well it describes you. When you are not sure, base 
your answer on what you emotionally feel, not on what you think to be true.  
 
If you desire, reword the statement so that the statement would be even more true of you. 
Then choose the highest rating from 1 to 6 that describes you (including your revisions), 
and write the number in the space before the statement.   
 
RATING SCALE: 
 
1  =  Completely untrue of me    2  =  Mostly untrue of me  
3  =  Slightly more true than untrue    4  =  Moderately true of me  
5  =  Mostly true of me      6  =  Describes me perfectly 
 
EXAMPLE: 
 
                I care about 
A.       4         I  worry that people   ^   will not like me. 
 
 
1._____  People have not been there to meet my emotional needs. 
 
2._____  I  haven't gotten love and attention. 
 
3._____  For the most part, I haven't had someone to depend on for advice and emotional 
   support. 
4. _____ Most of the time, I haven't had someone to nurture me, share him/herself with 
   me, or care deeply about everything that happens to me. 
 
5._____  For much of my life, I haven't had someone who wanted to get close to me and 
   spend a lot of time with me. 
 
6. _____ In general, people have not been there to give me warmth, holding, and 
   affection. 
 
7. _____ For much of my life, I haven't felt that I am special to someone.  
 
8. _____ For the most part, I have not had someone who really listens to me, understands  
     me, or is tuned into my true needs and feelings.  
 
9. _____ I have rarely had a strong person to give me sound advice or direction when I'm 
   not sure what to do.  Appendix K:  Young Schema Questionnaire Version L3 
 
10._____I worry that the people I love will die soon, even though there is little medical 
   reason to support my concern. 
 
11. _____ I find myself clinging to people I'm close to because I'm afraid they'll leave 
     me. 
 
12. _____ I worry that people I feel close to will leave me or abandon me. 
 
13.______I feel that I lack a stable base of emotional support. 
 
14.______I don't feel that important relationships will last; I expect them to end. 
 
15.______I feel addicted to partners who can't be there for me in a committed way. 
 
16.______In the end, I will be alone. 
 
17. _____ When I feel someone I care for pulling away from me, I get desperate.  
 
18. _____  Sometimes I am so worried about people leaving me that I drive them away.  
 
19.______I become upset when someone leaves me alone, even for a short period of 
     time. 
 
20.______I can't count on people who support me to be there on a regular basis. 
 
21.______I can't let myself get really close to other people, because I can't be sure they'll 
     always be there. 
 
22.______It seems that the important people in my life are always coming and going. 
 
23.______I worry a lot that the people I love will find someone else they prefer and leave 
     me. 
 
24.______The people close to me have been very unpredictable; one moment they're 
     available and nice to me; the next, they're angry, upset, self-absorbed, fighting. 
 
25.______I need other people so much that I worry about losing them. 
 
26.______I can't be myself or express what I really feel, or people will leave me.    
  
27. _____ I feel that people will take advantage of me.  
 
28. _____ I often feel that I have to protect myself from other people. 
 
29. _____ I feel that I cannot let my guard down in the presence of other people, or else 
     they will intentionally hurt me. 
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30. _____ If someone acts nicely towards me, I assume that he/she must be after 
     something. 
31. _____ It is only a matter of time before someone betrays me.  
 
32. _____ Most people only think about themselves.  
 
33. _____ I have a great deal of difficulty trusting people.  
 
34. _____ I am quite suspicious of other people's motives. 
 
35. _____ Other people are rarely honest; they are usually not what they appear.  
 
36. _____ I'm usually on the lookout for people's ulterior motives. 
 
37. _____ If I think someone is out to hurt me, I try to hurt them first. 
 
38. _____ People usually have to prove themselves to me before I can trust them.  
 
39. _____ I set up "tests" for other people to see if they are telling me the truth and are 
     well-intentioned.  
 
40. _____ I subscribe to the belief: "Control or be controlled." 
 
41. _____ I get angry when I think about the ways I have been mistreated by other people 
     throughout my life. 
 
42. _____ Throughout my life, those close to me have taken advantage of me or used me 
      for their own purposes.  
 
43. _____ I have been physically, emotionally, or sexually abused by important people in 
     my life.    
 
44. _____ I don't fit in. 
 
45. _____ I'm fundamentally different from other people. 
 
46. _____ I don't belong; I'm a loner.  
 
47. _____ I feel alienated from other people.  
 
48. _____ I feel isolated and alone. 
 
49. _____ I always feel on the outside of groups. 
 
50. _____ No one really understands me.  
 
  220Appendix K:  Young Schema Questionnaire Version L3 
 
51. _____ My family was always different from the families around us.  
 
52. _____ I sometimes feel as if I'm an alien.  
 
53. _____ If I disappeared tomorrow, no one would notice.       
 
54. _____ No man/woman I desire could love me one he/she saw my defects.   
 
55. _____ No one I desire would want to stay close to me if he/she knew the real me.    
 
56. _____ I am inherently flawed and defective.  
 
57. _____ No matter how hard I try, I feel that I won't be able to get a significant 
     man/woman to respect me or feel that I am worthwhile.  
 
58. _____ I'm unworthy of the love, attention, and respect of others.  
 
59. _____ I feel that I'm not lovable  
 
60. _____ I am too unacceptable in very basic ways to reveal myself to other people. 
 
61. _____ If others found out about my basic defects, I could not face them. 
 
62. _____ When people like me, I feel I am fooling them. 
 
63. _____ I often find myself drawn to people who are very critical or reject me.  
 
64. _____ I have inner secrets that I don't want people close to me to find out.   
 
65. _____ It is my fault that my parent(s) could not love me enough. 
 
66. _____ I don't let people know the real me.  
 
67. _____ One of my greatest fears is that my defects will be exposed. 
 
68. _____ I cannot understand how anyone could love me.       
 
69. _____ Almost nothing I do at work (or school) is as good as other people can do.   
 
70. _____ I'm incompetent when it comes to achievement. 
 
71. _____ Most other people are more capable than I am in areas of work and 
     achievement.  
 
72. _____ I'm a failure. 
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73. _____ I'm not as talented as most people are at their work. 
 
74. _____ I'm not as intelligent as most people when it comes to work (or school).  
 
75. _____ I am humiliated by my failures and inadequacies in the work sphere.  
 
76. _____ I often feel embarrassed around other people because I don't measure up to 
     them in terms of my accomplishments.  
 
77. _____ I often compare my accomplishments with others and feel that they are much 
     more successful.        
78. _____ I do not feel capable of getting by on my own in everyday life. 
 
79. _____ I need other people to help me get by. 
 
80. _____ I do not feel I can cope well by myself. 
 
81. _____ I believe that other people can take of me better than I can take care of myself. 
 
82. _____ I have trouble tackling new tasks outside of work unless I have someone to 
     guide me. 
 
83. _____ I think of myself as a dependent person, when it comes to everyday 
     functioning. 
 
84. _____ I screw up everything I try, even outside of work (or school). 
 
85. _____ I'm inept in most areas of life. 
 
86. _____ If I trust my own judgment in everyday situations, I'll make the wrong 
     decision. 
 
87. _____ I lack common sense. 
 
88. _____ My judgment cannot be relied upon in everyday situations. 
 
89. _____ I don't feel confident about my ability to solve everyday problems that come 
up. 
 
90. _____ I feel I need someone I can rely on to give me advice about practical issues. 
 
91. _____ I feel more like a child than an adult when it comes to handling everyday 
     responsibilities. 
 
92. _____ I find the responsibilities of everyday life overwhelming.            
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93. _____ I can't seem to escape the feeling that something bad is about to happen. 
 
94. _____ I feel that a disaster (natural, criminal, financial, or medical) could strike at any 
     moment. 
 
95. _____ I worry about becoming a street person or vagrant. 
 
96. _____ I worry about being attacked. 
 
97. _____ I take great precautions to avoid getting sick or hurt. 
 
98. _____ I worry that I'm developing a serious illness, even though nothing serious has 
     been diagnosed by a physician. 
 
99. _____ I am a fearful person. 
 
100. _____ I worry a lot about the bad things happening in the world: crime, pollution, 
       etc. 
 
101. _____ I often feel that I might go crazy. 
 
102. _____ I often feel that I'm going to have an anxiety attack. 
 
103. _____ I often worry that I might have a heart attack, even though there is little 
       medical reason to be concerned. 
 
104. _____ I feel that the world is a dangerous place.         
 
105._____ I have not been able to separate myself from my parent(s), the way other 
      people my age seem to. 
 
106. _____ My parent(s) and I tend to be over involved in each other's lives and 
       problems. 
 
107. _____ It is very difficult for my parent(s) and me to keep intimate details from each 
       other, without feeling betrayed or guilty. 
 
108. _____ My parent(s) and I have to speak to each other almost every day or else one 
       of us feels guilty, hurt, disappointed, or alone. 
 
109. _____ I often feel that I do not have a separate identity from my parent(s) or partner. 
 
110. _____ I often feel as if my parent(s) are living through me -- I don't have a life of 
       my own. 
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111. _____ It is very difficult for me to maintain any distance from the people I am 
      intimate with; I have trouble keeping any separate sense of myself. 
 
112. _____ I am so involved with my partner or parent(s) that I do not really know who I  
         am or what I want. 
 
113. _____ I have trouble separating my point of view or opinion from that of my  
         parent(s) or partner. 
 
114. _____ I often feel that I have no privacy when it comes to my parent(s) or partner. 
 
115. _____ I feel that my parent(s) are, or would be, very hurt about my living on my 
       own, away from them.       
 
116. _____ I let other people have their way, because I fear the consequences. 
 
117. _____ I think that if I do what I want, I'm only asking for trouble. 
 
118. _____ I feel that I have no choice but to give in to other people's wishes, or else they 
       will retaliate or reject me in some way. 
 
119. _____ In relationships, I let the other person have the upper hand. 
 
120. _____ I've always let others make choices for me, so I really don't know what I want  
         for myself. 
 
121. _____ I feel the major decisions in my life were not really my own. 
 
122. _____ I worry a lot about pleasing other people so they won't reject me. 
 
123. _____ I have a lot of trouble demanding that my rights be respected and that my 
       feelings be taken into account. 
 
124. _____ I get back at people in little ways instead of showing my anger. 
 
125. _____ I will go to much greater lengths than most people to avoid confrontations.         
 
126. _____ I put others' needs before my own, or else I feel guilty. 
 
127. _____ I feel guilty when I let other people down or disappoint them. 
 
128. _____ I give more to other people than I get back in return. 
 
129. _____ I'm the one who usually ends up taking care of the people I'm close to. 
 
130. _____ There is almost nothing I couldn't put up with if I loved someone. 
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131. _____ I am a good person because I think of others more than of myself. 
 
132. _____ At work, I'm usually the one to volunteer to do extra tasks or to put in extra 
       time. 
 
133. _____ No matter how busy I am, I can always find time for others. 
 
134. _____ I can get by on very little, because my needs are minimal. 
 
135. _____ I'm only happy when those around me are happy. 
 
136. _____ I'm so busy doing for the people that I care about, that I have little time for 
       myself. 
 
137. _____ I've always been the one who listens to everyone else's problems. 
 
138. _____ I'm more comfortable giving a present than receiving one. 
 
139. _____ Other people see me as doing too much for others and not enough for myself. 
 
140. _____ No matter how much I give, it is never enough. 
 
141. _____ If I do what I want, I feel very uncomfortable. 
 
142. _____ It's very difficult for me to ask others to take care of my needs.       
 
143. _____ I worry about losing control of my actions. 
 
144. _____ I worry that I might seriously harm someone physically or emotionally if my  
         anger gets out of control. 
 
145. _____ I feel that I must control my emotions and impulses, or something bad is 
       likely to happen. 
 
146. _____ A lot of anger and resentment build up inside of me that I don't express. 
 
147. _____ I am too self-conscious to show positive feelings to others (e.g., affection, 
       showing I care). 
 
148. _____ I find it embarrassing to express my feelings to others. 
 
149. _____ I find it hard to be warm and spontaneous. 
 
150. _____ I control myself so much that people think I am unemotional. 
 
151. _____ People see me as uptight emotionally.     
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152. _____ I must be the best at most of what I do; I can't accept second best.  
 
153. _____ I strive to keep almost everything in perfect order.   
 
154. _____ I must look my best most of the time.  
 
155. _____ I try to do my best; I can't settle for "good enough."  
 
156. _____ I have so much to accomplish that there is almost no time to really relax. 
 
157. _____ Almost nothing I do is quite good enough; I can always do better.  
 
158. _____ I must meet all my responsibilities. 
 
159. _____ I feel there is constant pressure for me to achieve and get things done. 
 
160. _____ My relationships suffer because I push myself so hard. 
 
161. _____ My health is suffering because I put myself under so much pressure to do  
         well. 
 
162. _____ I often sacrifice pleasure and happiness to meet my own standards. 
 
163. _____ When I make a mistake, I deserve strong criticism. 
 
164. _____ I can't let myself off the hook easily or make excuses for my mistakes. 
 
165. _____ I'm a very competitive person. 
 
166. _____ I put a good deal of emphasis on money or status. 
 
167. _____ I always have to be Number One, in terms of my performance.       
 
168. _____ I have a lot of trouble accepting "no" for an answer when I want something 
       from other people. 
 
169. _____ I often get angry or irritable if I can't get what I want. 
 
170. _____ I'm special and shouldn't have to accept many of the restrictions placed on 
       other people. 
 
171. _____ I hate to be constrained or kept from doing what I want. 
 
172. _____ I feel that I shouldn't have to follow the normal rules and conventions other 
       people do.  
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173. _____ I feel that what I have to offer is of greater value than the contributions of  
         others. 
 
174. _____ I usually put my needs ahead of the needs of others. 
 
175. _____ I often find that I am so involved in my own priorities that I don't have time  
         to give to friends or family. 
 
176. _____ People often tell me I am very controlling about the ways things are done. 
 
177. _____ I get very irritated when people won't do what I ask of them. 
 
178. _____ I can't tolerate other people telling me what to do.        
 
179. _____ I have great difficulty getting myself to stop drinking, smoking, overeating, 
       or other problem behaviors. 
 
180. _____ I can't seem to discipline myself to complete routine or boring tasks. 
 
181. _____ Often I allow myself to carry through on impulses and express emotions that  
         get me into trouble or hurt other people. 
 
182. _____ If I can't reach a goal, I become easily frustrated and give up. 
 
183. _____ I have a very difficult time sacrificing immediate gratification to achieve a 
       long-range goal. 
 
184. _____ It often happens that, once I start to feel angry, I just can't control it. 
 
185. _____ I tend to overdo things, even though I know they are bad for me. 
 
186. _____ I get bored very easily. 
 
187. _____ When tasks become difficult, I usually cannot persevere and complete them. 
 
188. _____ I can't concentrate on anything for too long. 
 
189. _____ I can't force myself to do things I don't enjoy, even when I know it's for my 
       own good. 
 
190. _____ I lose my temper at the slightest offence. 
 
191. _____ I have rarely been able to stick to my resolutions. 
 
192. _____ I can almost never hold back from showing people how I really feel, no  
       matter what the cost may be. 
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193. _____ I often do things impulsively that I later regret.           
 
194. _____ It is important to me to be liked by almost everyone I know. 
 
195. _____ I change myself depending on the people I’m with, so they’ll like me more. 
 
196. _____ I try hard to fit in. 
 
197. _____ My self-esteem is based mostly on how other people view me. 
 
198. _____ Having money and knowing important people make me feel worthwhile. 
 
199. _____ I spend a lot of time on my physical appearance so people will value me. 
 
200. _____ Accomplishments are most valuable to me if other people notice them. 
 
201. _____ I am so focussed on fitting in that sometimes I don’t know who I am. 
 
202. _____ I find it hard to set my own goals, without taking into account how others will  
         respond to my choices. 
 
203. _____ When I look at my life decisions, I see that I made most of them with other 
       people’s approval in mind. 
204. _____ Even if I don’t want someone, I still want him or her to like me. 
 
205. _____ Unless I get a lot of attention from others, I feel less important. 
 
206. _____ If I make remarks at a meeting or am introduced at a gathering, I look 
       forward to recognition and admiration. 
 
207. _____ Lots of praise and compliments make me feel like a worthwhile person.   
 
208. _____ Even when things seem to be going well, I feel that it is only temporary. 
 
209. _____ If something good happens, I worry that something bad is likely to follow. 
 
210. _____ You can’t be too careful; something will almost always go wrong. 
 
211. _____ No matter how hard I work, I worry that I could be wiped out financially. 
 
212. _____ I worry that a wrong decision could lead to disaster. 
 
 
213. _____ I often obsess over minor decisions, because the consequences of making a 
       mistake seem so serious. 
  228Appendix K:  Young Schema Questionnaire Version L3 
 
  229
214. _____ I feel better assuming things will not work out for me, so that I don’t feel  
         disappointed if things go wrong. 
 
215. _____ I focus more on the negative aspects of life and of events than on the positive. 
 
216. _____ I tend to be pessimistic. 
 
217. _____ People close to me consider me a worrier. 
 
218. _____ If people get too enthusiastic about something, I become uncomfortable and  
         feel like warning them of what could go wrong.    
 
219. _____ If I make a mistake I deserve to be punished. 
 
220. _____ If I don’t try my hardest, I should expect to lose out. 
 
221. _____ There’s no excuse if I make a mistake. 
 
222. _____ People who don’t “pull their own weight” should get punished in some way. 
 
223. _____ Most of the time, I don’t accept the excuses other people make.  They’re just 
       not willing to accept responsibility and pay the consequences. 
 
224. _____ If I don’t do the job, I should suffer the consequences. 
 
225. _____ I often think about mistakes I’ve made and feel angry with myself. 
 
226. _____ When people do something bad, I have trouble applying the phrase, “Forgive 
        and forget”. 
 
227. _____ I hold grudges, even after someone has apologised. 
 
228. _____ I get upset when I think someone has been “let off the hook” too easily. 
 
229. _____ I get angry when people make excuses for themselves, or blame other people 
       for their problems. 
 
230. _____ It doesn’t matter why I make a mistake; when I do something wrong, I should 
       pay the price. 
 
231. _____ I “beat up” on myself a lot for things I screw up. 
 
232. _____ I’m a bad person who deserves to be punished.         
 
 
THANK YOU for completing this questionnaire.Appendix L:  Abbreviated Dyadic Adjustment Scale 
 
Abbreviated Dyadic Adjustment Scale 
 Appendix M:  Assessment of Quality of Life Questionnaire 
 
Assessment of Quality of Life                                                           
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PTSD Checklist (Military Version) 
 Appendix O:  Hospital Anxiety and Depression Scale 
 
Hospital Anxiety and Depression Scale  
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History of Vietnam 
Vietnam is located on the eastern rim of the Indo-Chinese peninsula, stretching 
from the Chinese border to the southern tip of the peninsula.  Following the French defeat 
at Dien Bien Phu on 7 May 1954, the Geneva Conference of July 1954 was established  
and one of its outcomes was the establishment of the Republic of Vietnam (Palazzo, 
2006).  The Geneva Accords fixed a provisional Demarcation Line at 17 degrees north 
and despite their official titles the countries became more commonly known as ‘South’ 
and ‘North’ Vietnam (Department of Veterans’ Affairs, 2005a).   
Geography and climate of Vietnam 
The map of Indochina presents Vietnam as a country with a rugged highland 
region, the Annamite Chain, and a jungle covered mountain range interspersed in its 
southern portion with fertile plateaux.  These plateaux slope gradually to the valley of the 
Mekong River in the west, but rise sharply in the east, leaving a narrow coastal plain cut 
by twelve spurs of the mountain chain (Department of Veterans’ Affairs, 2005a).  South 
Vietnam was divided into administrative divisions and military regions during the war as 
illustrated by the South Vietnam map of administrative divisions and military regions in 
June 1967.  
Except in a few mountainous areas, high temperatures prevail throughout the year 
and the humidity is generally high and debilitating. The annual rainfall is heavy in all 
regions and torrential in many. In addition, typhoons off the South China Sea strike 
somewhere in Vietnam on average about ten times per year, usually between June and 
November (Department of Veterans’ Affairs, 2005a).            
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Map of Indochina showing North and South Vietnam 
 
Map retrieved September 15, 2007 from http://grunt.space.swri.edu/visit/maps/maproom.htm. 
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Map retrieved September 15, 2007 from http://grunt.space.swri.edu/visit/maps/maproom.htm. 
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Overview of Australian involvement in the Vietnam War 
In May 1962, the Australian government announced its intention to commit 
military instructors to Vietnam (Palazzo, 2006). The official period of Australia’s 
involvement in the Vietnam War has been established as 31 July 1962 to 29 April 1975 
(Department of Veterans’ Affairs, 2005a).  
The Australians entered the Vietnam War with a concept specifically designed for 
waging counter-insurgency warfare trained to fight as light infantry.  The Australian and 
New Zealand soldiers’ skills lay in patrolling, ambushing and searching in rainforest and 
heavy jungle.  However, search and destroy operations were only one aspect of mission 
types as cordon and search, interdiction, anti-logistic, political support and civil action 
missions were also effectively used (Palazzo, 2006).    
The departure from Australia in July 1962 of the Australian Army Training Team 
Vietnam (AATTV) began the Australian Army’s commitment in the Vietnam War.  The 
Royal Australian Navy (RAN) contribution began in January 1963 when HMAS 
Quiberon and HMAS Queenborough were despatched to Saigon for a diplomatic port 
visit.  The Royal Australian Air Force (RAAF) involvement formally commenced in 
1963 with the first operational mission involving a relief flight with a Dakota transport 
aircraft of C Flight, No 2 Squadron, based at Butterworth, Malaysia.  This was followed 
in 1964 by the creation and deployment of RAAF Transport Flight Vietnam (Department 
of Veterans’ Affairs, 2005a). In 1965 the Australian involvement in Vietnam expanded 
when the Australian Army deployed the 1st Battalion, The Royal Australian Regiment 
and supporting units to Bien Hoa in South Vietnam.  HMAS Sydney transported the bulk 
of the ground forces and this voyage in May 1965 was the first of 25 voyages into the   
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Vietnam operational area.  Various Navy vessels escorted the troop carrier HMAS 
Sydney on these occasions.  During the period 1966 to 1967 Australian involvement was 
increased with the establishment of the 1st Australian Task Force that contained two 
battalions, a Special Air Service squadron and combat and logistical support units based 
at Nui Dat and the 1st Australian Logistic Support Group at Vung Tau.  The map of the 
area of operations illustrates the isolation of these forces within enemy territory.  The task 
force included the Air Force’s No 9 Squadron operating Iroquois helicopters, as well as 
support units.   No 2 Squadron was also deployed in 1967 to operate with the United 
States Air Force at Phan Rang.  In 1967 the Navy deployed HMAS Hobart as the first of 
a series of six-monthly destroyer rotations that continued until 1971 (Department of 
Veterans’ Affairs, 2005a). 
Map of the Australian and New Zealand Area of Operations 
 
Map retrieved September 15, 2007 from http://www.diggerhistory.info/images/maps/svn-villages.jpg.    
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    The next phase occurred from 1968 to mid 1969 when the task force was 
expanded with the addition of a third battalion.  The task force reverted to a two-battalion 
structure in November 1970.  This marked the beginning of a gradual withdrawal until 
the remaining two battalions returned to Australia in 1971 and the last of the support units 
and AATTV personnel departed in 1972 (Palazzo, 2006).  The Air Force squadrons also 
returned to Australia in 1971 and 1972.  The Navy commitment reduced with the return 
in 1971 of the last of the destroyer deployments and concluded with the final voyage of 
HMAS Sydney in 1972.  The last Australian troops, the Australian Embassy Guard 
Platoon, Saigon, were withdrawn in June 1973 (Department of Veterans’ Affairs, 2005a). 
During the four weeks prior to the surrender of South Vietnam in 1975, Air Force 
personnel were involved in the delivery of humanitarian aid, movement of refugees 
and the transportation of war orphans.  In a final operation in April 1975 the RAAF 
evacuated staff from the Australian Embassy in Saigon (Department of Veterans’ Affairs, 
2005a). 
  A total of 59,179 Australian Defence Force members served in the Vietnam War 
consisting of Navy 13,538, Army 41,084 and RAAF 4,570.  Peak Australian troop 
deployment in Vietnam was 8,400.  Ninety percent of Australian personnel served 385 
days or less with an average deployment period of 266 days in Vietnam (Department of 
Veterans’ Affairs, 2005a). 
The Vietnam War was the most significant military commitment of 
Australian Forces since World War II.  Five hundred and twenty Australians were killed 
in action and 3,131 were severely physically wounded (Department of Veterans’ Affairs, 
2005a).  
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New Zealand veterans  
In May 1965 New Zealand provided one four-gun artillery battery (140 men) with 
two rifle companies of infantry, designated Victor and Whiskey companies and an SAS 
troop.  The New Zealand force operated in Military Region 3 with the Australian forces 
as part of the ANZAC task force based in Nui Dat in Phuoc Thuy Province, north east of 
Saigon.  At the height of New Zealand’s involvement in 1968 the force consisted of 580 
men.  New Zealand's total contribution numbered 3,890 personnel.  Thirty-seven were 
killed and 187 were wounded in action (Palazzo, 2006). 
The Australian National Service scheme 
A National Service veteran is defined as a man who was conscripted for Army 
service under the Australian National Service scheme between January 1965 and 
December 1972 and who had service in Vietnam (Department of Veterans’ Affairs, 
2005b). 
Two National Service registration periods were designated each year; in January 
for those turning twenty in the first half of the year and in July for those whose twentieth 
birthday occurred in the second half of the year.  Each registration period was followed 
by a separate ballot to select the birth date of those required to enlist.  The ballot system 
consisted of marbles placed in a barrel which was then spun.  Following this the required 
number of marbles, each representing a different birth date, was drawn by hand.  
(Department of Veterans’ Affairs, 2005b). 
Between January 1965 and December 1972, 804,286 men registered for National 
Service and of these 567, 238 were not selected by ballot and were granted indefinite 
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deferment.  Of the remaining 237,048, a total of 99, 926 were rejected on medical, 
psychological or educational grounds; 35,000 were granted indefinite deferments on 
the grounds of marital circumstances or membership of the Citizens Military Force 
(Army Reserve); 32,027 were not immediately available for call-up as a result of either 
short-term deferments granted to students and apprentices or having failed other sections 
of the National Service Act.  Another 5,500 were either serving, had served in the 
Defence Force, or were exempted from liability because they were theology students or 
were conscientious objectors.  There were 63,735 men ultimately conscripted and of 
these, 19,450 went to Vietnam.  Two-hundred conscripts were killed and 1,279 were 
seriously wounded (Department of Veterans’ Affairs, 2005b). 
Nearly sixty percent of National Service veterans were 21 years old at the start of 
their Vietnam service with 91% between 20 – 22 years. The age range for first service in 
Vietnam was 19 – 27 years (Department of Veterans’ Affairs, 2005b). 
  Nearly half of National Service veterans served between 10 and 13 months in 
Vietnam. The average number of months served was 9.2 ± 3.1, with 98% of the 
veterans serving 13 months or less (Department of Veterans’ Affairs, 2005b). 
 
 
 
 
 
 
 
 
 
 
 
 Appendix Q:  DSM-IV-TR PTSD Criteria 
According to DSM-IV-TR (2000), the essential feature of PTSD is the 
development of characteristic symptoms following direct personal exposure to an 
extreme traumatic stressor that involves actual or threatened death or serious injury, or 
other threat to one’s physical integrity; or witnessing an event that involves death, injury, 
or threat to the physical integrity of another person; or learning about unexpected or 
violent death, serious harm, or threat of death or injury experienced by a family member, 
or other close associate (Criterion A1).   
The person’s response to the event must involve intense fear, helplessness, or 
horror (Criterion A2).  The characteristic symptoms resulting from the exposure to the 
extreme trauma include persistent re-experiencing of the traumatic event (Criterion B), 
persistent avoidance of stimuli associated with the trauma and numbing of general 
responsiveness (Criterion C), and persistent symptoms of increased arousal (Criterion D).  
The full symptom picture must be present for more than one month (Criterion E), and the 
disturbance must cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning (Criterion F).   
The traumatic event can be re-experienced in various ways.  Commonly the 
person has recurrent and intrusive recollections of the event (Criterion B1), or recurrent 
distressing dreams during which the event is replayed (Criterion B2).  In rare instances, 
the person experiences dissociative states that last from a few seconds to several hours, or 
even days, during which components of the event are relived and the person behaves as 
though experiencing the event at that moment (Criterion B3).  Intense psychological 
distress (Criterion B4), or physiological reactivity (Criterion B5) often occurs when the 
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person is exposed to triggering events that resemble or symbolise an aspect of the 
traumatic event.  Stimuli associated with the trauma are persistently avoided.   
The person commonly makes deliberate efforts to avoid thoughts, feelings, or 
conversations about the traumatic event (Criterion C1) and to avoid activities, situations, 
or people who arouse recollections of it (Criterion C2).  This avoidance of reminders may 
include amnesia for an important aspect of the traumatic event (Criterion C3).  
Diminished responsiveness to the external world, referred to as psychic numbing or 
emotional anaesthesia, usually begins soon after the traumatic event.  The individual may 
complain of having markedly diminished interest or participation in previously enjoyed 
activities (Criterion C4), of feeling detached or estranged from other people (Criterion 
C5), or of having markedly reduced ability to feel emotions (Criterion C6).  The 
individual may have a sense of foreshortened future (Criterion C7).   
The individual has persistent symptoms of anxiety or increased arousal that were 
not present before the trauma.  These symptoms may include difficulty falling asleep or 
staying asleep that may be due to recurrent nightmares during which the traumatic event 
is relived (Criterion D1), hypervigilance (Criterion D4), and exaggerated startle response 
(Criterion D5).  Some individuals report irritability or outbursts of anger (Criterion D2) 
or difficulty concentrating or completing tasks (Criterion D3).   
Specifiers are used to specify onset and duration of the PTSD symptoms: acute is 
used when the duration of symptoms is less than three months; chronic is used when the 
symptoms last three months or more; and delayed onset indicates that at least six months 
have passed between the traumatic event and the onset of the symptoms (DSM-IV-TR, 
2000). 
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Table R1        
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
              Experienced Major Accident 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      53                         4                   57 
% Count    (93.0%)                 (7.0%)              (100.0%) 
Yes                       146                             17                                 163                                      
% Count    (89.6%)                     (10.4%)                       (100.0%) 
Total                  199                           21                                220 
      (90.5%)               (9.5%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .603.  Row percentages are in brackets. 
Table R2 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
              Suffered Major Injury 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      25                         32                   57 
% Count    (43.9%)                      (56.1%)              (100.0%) 
Yes                       81                               82                                 163                                      
% Count    (49.7%)                      (50.3%)                        (100.0%) 
Total                  106                           114                              220 
      (48.2%)               (51.8%)                       (100.0%) 
 
Note. Fisher’s exact test: p = .538.  Row percentages are in brackets.
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Table R3 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
       Assault Victim (Physical, Sexual, Robbery) Reported to Police 
       ___________________________________________________  
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      53                         4                   57 
% Count    (93.0%)                      (7.0%)              (100.0%) 
Yes                       152                             11                                 163                                      
% Count    (93.3%)                      (6.7%)                        (100.0%) 
Total                  205                             15                                 220 
      (93.2%)                      (6.8%)                         (100.0%) 
 
Note. Fisher’s exact test: p = 1.000.  Row percentages are in brackets. 
Table R4 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                       Lived with Alcoholic Parent 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      48                         9                   57 
% Count    (84.2%)                       (15.8%)             (100.0%) 
Yes                       118                             45                                 163                                      
% Count    (72.4%)                       (27.6%)                       (100.0%) 
Total                  166                           54                                220 
      (75.5%)               (24.5%)                       (100.0%) 
 
Note. Fisher’s exact test: p = .107 (p = .051 one-sided).  Row percentages are in brackets.
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Table R5 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                Number of Trusted People to Help with Feelings           
  ___________________________________________________ 
Diagnosis  
of PTSD  None          One      Two            Three or More        Total 
____________________________________________________________________ 
 
No    24         4                  13               16                    57   
% Count  (42.1%)      (7.0%)          (22.8%)        (28.1%)               (100.0%) 
 
Yes                  74               26                 26                 37                        163                                      
% Count  (45.4%)      (16.0%)        (16.0%)        (22.7%)                (100.0%) 
Total                98               30                39                 53                         220 
    (44.5%)      (13.6%)        (17.7%)        (24.1%)                (100.0%) 
 
Note. Linear-by-Linear Association: p = .275.  Row percentages are in brackets. 
Table R6 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                                Parents Divorced 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      50                         7                   57 
% Count    (87.7%)                       (12.3%)             (100.0%) 
Yes                       135                             28                                 163                                      
% Count    (62.8%)                       (17.2%)                       (100.0%) 
Total                  185                           35                                220 
      (84.1%)               (15.9%)                       (100.0%) 
 
Note. Fisher’s exact test: p = .528.  Row percentages are in brackets. 
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Table R7 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                 An Immediate Family Member Died  
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      51                          6                   57 
% Count    (89.5%)                       (10.5%)             (100.0%) 
Yes                       131                             32                                 163                                      
% Count    (80.4%)                       (19.6%)                       (100.0%) 
Total                  182                           38                                220 
      (82.7%)               (17.3%)                       (100.0%) 
 
Note. Fisher’s exact test: p = .154.  Row percentages are in brackets. 
Table R8 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                             Lived with Stepfather 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      56                          1                   57 
% Count    (98.2%)                       (1.8%)              (100.0%) 
Yes                       148                             15                                 163                                      
% Count    (90.8%)                       (9.2%)                        (100.0%) 
Total                  204                           16                                220 
      (92.7%)               (7.3%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .076 (p = .048 one-sided).  Row percentages are in brackets. 
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Table R9 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                            Lived with Stepmother 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      53                          4                   57 
% Count    (93.0%)                       (7.0%)              (100.0%) 
Yes                       157                              6                                 163                                      
% Count    (96.3%)                       (3.7%)                        (100.0%) 
Total                  210                           10                                220 
      (95.5%)               (4.5%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .288.  Row percentages are in brackets. 
Table R10 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                                  Foster Child 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      56                          1                   57 
% Count    (98.2%)                       (1.8%)              (100.0%) 
Yes                       156                              7                                 163                                      
% Count    (95.7%)                       (4.3%)                        (100.0%) 
Total                  212                           8                                  220 
      (96.4%)               (3.6%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .683.  Row percentages are in brackets. 
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Table R11 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
          Ran Away from Home for More Than One Day 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      52                          5                   57 
% Count    (91.2%)                       (8.8%)              (100.0%) 
Yes                       145                              18                                 163                                      
% Count    (89.0%)                       (11.0%)                       (100.0%) 
Total                  197                           23                                220 
      (89.5%)               (10.5%)                       (100.0%) 
 
Note. Fisher’s exact test: p = .803.  Row percentages are in brackets. 
Table R12 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
             Sibling Ran Away from Home for More Than One Day 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      55                          2                   57 
% Count    (96.5%)                       (3.5%)              (100.0%) 
Yes                       153                              10                                 163                                      
% Count    (93.9%)                       (6.1%)                        (100.0%) 
Total                  208                           12                                220 
      (94.5%)               (5.5%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .735.  Row percentages are in brackets.
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Table R13 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                 Immediate Family Member Suicide 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      57                          0                   57 
% Count    (100.0%)                     (0%)              (100.0%) 
Yes                       158                              5                                 163                                      
% Count    (96.9%)                       (3.1%)                        (100.0%) 
Total                  215                           5                                  220 
      (97.7%)               (2.3%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .331.  Row percentages are in brackets. 
Table R14 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
             Mental Problems in the Immediate Family 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      49                          8                   57 
% Count    (86.0%)                       (14.0%)             (100.0%) 
Yes                       128                              35                                 163                                      
% Count    (78.5%)                       (21.5%)                       (100.0%) 
Total                  177                           43                                220 
      (80.5%)               (19.5%)                       (100.0%) 
 
Note. Fisher’s exact test: p = .250.  Row percentages are in brackets.
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Table R15 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                Family Member Admitted to Mental Hospital           
  ___________________________________________________ 
Diagnosis  Mother      Father     Brother     Sister      Other       Non     Total 
of PTSD                  Person     Applicable 
 ____________________________________________________________________ 
 
No    5       2          0               1             0           49         57   
% Count  (8.8%)     (3.5%)     (0%)          (1.8%)   (0%)        (86.0%)      (100.0%) 
 
Yes                  16            14            1                2           2              128              163                                      
% Count  (9.8%)     (8.6%)     (0.6%)       (1.2%)  (1.2%)      (78.5%)      (100.0%) 
Total                21           16            1                3            2              177             220 
    (9.5%)    (7.3%)      (0.5%)       (1.4%)  (0.9%)      (80.5%)     (100.0%) 
 
Note. Linear-by-Linear Association: p = .263.  Row percentages are in brackets. 
Table R16 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
           Police Charged an Immediate Family Member 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      52                          5                   57 
% Count    (91.2%)                       (8.8%)              (100.0%) 
Yes                       147                              16                                 163                                      
% Count    (90.2%)                       (9.8%)                        (100.0%) 
Total                  199                            21                                220 
      (90.5%)               (9.5%)                         (100.0%) 
 
Note. Fisher’s exact test: p = 1.000.  Row percentages are in brackets.
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Table R17 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                       A Parent Was Sent to Prison 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      56                          1                   57 
% Count    (98.2%)                       (1.8%)              (100.0%) 
Yes                       155                              8                                 163                                      
% Count    (95.1%)                       (4.9%)                        (100.0%) 
Total                  211                            9                                 220 
      (95.9%)               (4.1%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .452.  Row percentages are in brackets. 
Table R18 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                        Father Was Unemployed 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      55                          2                   57 
% Count    (96.5%)                       (3.5%)              (100.0%) 
Yes                       149                              14                                 163                                      
% Count    (91.4%)                       (8.6%)                        (100.0%) 
Total                  204                            16                                 220 
      (92.7%)               (7.3%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .251.  Row percentages are in brackets.
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Table R19 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                        Mother Was Unemployed 
             _____________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      41                          16                   57 
% Count    (71.9%)                       (28.1%)             (100.0%) 
Yes                       93                                70                                163                                      
% Count    (57.1%)                       (42.9%)                       (100.0%) 
Total                  134                           86                                220 
      (60.9%)               (39.1%)                       (100.0%) 
 
Note. Fisher’s exact test: p = .058 (p = .033 one-sided).  Row percentages are in brackets. 
Table R20 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
             Kick, Bite, Hit Mum with a Fist or Something Hard 
  ___________________________________________________ 
Diagnosis  
of PTSD  Never     Once/Twice    Sometimes      Often      Very Often    Total 
____________________________________________________________________ 
 
No    53         1                  1                2             0      57 
% Count  (93.0%)      (1.8%)          (11.0%)         (3.5%)         (0%)          (100.0%) 
Yes                  136            9                   9                     5                  4                163                                      
% Count  (83.4%)     (5.5%)          (5.5%)            (3.1%)         (2.5%)       (100.0%) 
Total                189            10                10                    7                 4                220 
    (85.9%)      (4.5%)         (4.5%)            (3.2%)         (1.8%)       (100.0%) 
 
Note. Linear-by-Linear Association: p = .128.  Row percentages are in brackets.
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Table R21 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
      Repeatedly Hit Mum for at Least a Few Minutes 
  ___________________________________________________ 
Diagnosis  
of PTSD  Never     Once/Twice    Sometimes      Often      Very Often    Total 
____________________________________________________________________ 
 
No    53         1                  3                0             0      57 
% Count  (93.0%)      (1.8%)          (5.3%)           (0%)            (0%)          (100.0%) 
Yes                  143            7                   7                     4                  2                163                                      
% Count  (87.7%)     (4.3%)          (4.3%)            (2.5%)         (1.2%)       (100.0%) 
Total                196            8                   10                   4                 2                220 
    (89.1%)      (3.6%)         (4.5%)            (1.8%)         (0.9%)       (100.0%) 
 
Note. Linear-by-Linear Association: p = .228.  Row percentages are in brackets. 
Table R22 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
      Threaten or Use a Knife or Gun to Hurt Mum  
  ___________________________________________________ 
Diagnosis  
of PTSD  Never     Once/Twice    Sometimes      Often      Very Often    Total 
____________________________________________________________________ 
 
No    56         0                 1                0             0      57 
% Count  (98.2%)      (0%)             (1.8%)           (0%)            (0%)          (100.0%) 
Yes                  151            9                   3                     0                  0                163                                      
% Count  (92.6%)     (5.5%)           (1.8%)           (0%)            (0%)          (100.0%) 
Total                207            9                   4                    0                  0                220 
    (94.1%)      (4.1%)          (1.8%)           (0%)            (0%)          (100.0%) 
 
Note. Linear-by-Linear Association: p = .261.  Row percentages are in brackets.
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Table R23 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
          Mother to Doctor or Hospital for Domestic Violence Injuries 
          _________________________________________________ 
Diagnosis  
of PTSD    No      Yes      Total       
____________________________________________________________________ 
 
No      57                          0                   57 
% Count    (100.%)                       (0%)              (100.0%) 
Yes                       155                              8                                  163                                      
% Count    (95.1%)                       (4.9%)                        (100.0%) 
Total                  212                           8                                  220 
      (96.4%)               (3.6%)                         (100.0%) 
 
Note. Fisher’s exact test: p = .116.  Row percentages are in brackets. 
Table R24 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                How Often Were You Spanked? 
  ___________________________________________________ 
Diagnosis  
of PTSD  Never    Once/Twice   A Few Times   Many Times  Weekly     Total 
           a Year               a Year  or More 
 ____________________________________________________________________ 
 
No    2       16               28                10             1      57 
% Count  (3.5%)      (28.1%)       (49.1%)            (17.5%)       (1.8%)       (100.0%) 
Yes                  3               55                66                     34                5                163                                      
% Count  (1.8%)      (33.7%)       (40.5%)            (20.9%)       (3.1%)       (100.0%) 
Total                5              71                94                      44               6                220 
    (2.3%)     (32.3%)       (42.7%)             (20.0%)      (2.7%)        (100.0%) 
 
Note. Linear-by-Linear Association: p = .781.  Row percentages are in brackets.
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Table R25 
 
Association between Childhood Event and PTSD Diagnosis Including Diagnosis Count 
 
                How Severely Were You Spanked? 
  ___________________________________________________ 
Diagnosis  
of PTSD  Not    A Little      Medium    Quite       Very      Not               Total 
    Hard    Hard          Hard       Hard      Applicable 
 ____________________________________________________________________ 
 
No    11       11          15     16         2            2               57 
% Count  (19.3%)    (19.3%)  (26.3%)      (28.1%)  (3.5%)     (3.5%)      (100.0%) 
Yes                  31             32           36               42           19            3               163                                      
% Count  (19.0%)    (19.6%)  (22.1%)      (25.8%)  (11.7%)   (1.8%)      (100.0%) 
Total                42            43           51                58           21           5               220 
    (19.1%)   (19.5%)   (23.2%)      (26.4%)  (9.5%)     (2.3%)      (100.0%) 
 
Note. Linear-by-Linear Association: p = .920.  Row percentages are in brackets. 
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Childhood Events and Measures of Parental Style (MOPS) 
 
Correlations and multiple regression analyses were conducted to explore the 
strength of the relationship between veterans’ recalled difficult childhood events during 
the first 16 years of life and measures of recalled adverse parental styles.  The MOPS 
subscales were collapsed into parenting categories to provide an overall maternal and 
paternal parenting influence.  Multiple regression was used to determine whether recalled 
negative childhood events would be predictive of measures of recalled adverse parenting.  
In order to test this hypothesis, separate multiple regression analyses were conducted for 
each measure of recalled adverse maternal and paternal parenting, where all 26 childhood 
event variables were entered as predictors.    
Table S 
Associations among Childhood Event Variables and Measures of Perceived Parenting    
 
                                Perceived Adverse Parenting       
                        __________________________________________                   
Results      Maternal    Paternal    
 
 
R²      . 4 3 0                   . 4 8 5      
F ratio                                        5.60***                     6.98***     
Durbin-Watson                                      2.0                     2.1     
Childhood Variable                  r               β            r                β                        
Experienced Major               -.05          -.08           .05          .04             
Accident 
 
Suffered Major        .18**       .11            .11          .01               
Injury 
Assault Victim                             .04         -.05            .143*      .03               
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Table S (continued)   
 
                               Perceived Adverse Parenting       
                      __________________________________________                   
     M a t e r n a l     P a t e r n a l   
 
Childhood Variable      r                β           r               β 
Lived With        .31***     .09            .44***    .18**   
Alcoholic Parent 
Number of Trusted People                     -.21**      -.05                    -.26***   -.10                
to Help with Feelings 
 
Parents Divorced      .29***     .08            .26***   -.01    
Family Member Dies      .21**       .12            .16*        .09               
Lived with Stepfather      .31***     .12               .23**     -.01               
Lived with Stepmother      .04         -.04            .05         -.06              
Foster Child        .07         -.03            .18**      .06                
Run Away         .31***     .22**               .21**      .01 
From Home 
 
Sibling Runaway       .02         -.12          .14*       -.01               
From Home 
 
Family Member Suicide     .19**       .09          .06         -.04                 
Mental Problems in      .11           .13              .04         -.13           
the Immediate Family 
 
Family Member                                -.09           .06                   -.03          -.10               
in Mental Hospital 
 
Police Charged        .11         -.02               .22**     -.05                
a Family Member 
 
Parent in Prison       .04         -.01                .15*        .01               
Father Unemployed      .16*         .01              .19**      .07                
Mother Unemployed      .18           .07                .04         -.06                
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Table S (continued)   
 
                               Perceived Adverse Parenting       
                      __________________________________________                   
     M a t e r n a l     P a t e r n a l      
 
Childhood Variable      r                β           r               β 
Push, Grab, Slap Mum      .37***     .06            .55***    .72***                
Kick, Bite, Hit Mum      .35***     .42*          .39***   -.46**   
Repeatedly Hit Mum      .27***    -.35*              .34***    .06         
Knife or Gun to Mum      .02         -.15*              .22**     -.01    
Mum to Dr or Hospital      .20**       .04             .14*       -.07                
Due to Domestic Violence 
 
Frequency Spanked      .42***     .24***              .41***    .23***          
Severity of Spanking      .22**       .06           .28***    .13*             
______________________________________________________________________________ 
*p< .05, **p< .01, ***p< .001.  
 
Maternal Parenting 
  The 26 predictors accounted for 43.0% of the variance in perceived maternal 
parenting (R
2 = .430), which was significant (F(26, 193) = 5.60, p < .001).  Five of these 
26 predictors were retained: veteran running away from home; witnessing a father, 
stepfather or mother’s boyfriend kick, bite or hit the veteran’s mother with a fist or 
something hard; repeatedly hit the veteran’s mother for at least a few minutes (negative β 
weight); and threatening the veteran’s mother with a knife or gun (negative β weight); 
and frequency of spanking.  These adverse childhood variables demonstrated significant 
effects on perceived maternal parenting.  The standardised beta values provided greater 
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insight into the importance of these predictors in the model.  The standardised beta value 
for domestic violence by kicking, biting, and hitting the veteran’s mother (β = .42, p = 
.021) and the frequency of being spanked (β = .24, p < .0005) indicated that these 
variables had the greatest effect out of all the variables in the model.   
Paternal Parenting 
The 26 predictors accounted for 48.5% of the variance in perceived paternal 
parenting (R
2 = .485), which was significant (F(26, 193) = 6.98, p < .001).  Five of these 
26 predictors were retained: living with someone who was a problem drinker or 
alcoholic; witnessing domestic violence toward the veteran’s mother by a father, 
stepfather or mother’s boyfriend where the mother was pushed, slapped, grabbed or had 
things thrown at her; and was kicked, bitten or hit with a fist or something hard (negative 
β weight); frequency of spanking; and severity of spanking.  These adverse childhood 
variables demonstrated significant effects on perceived paternal parenting.  The very high 
standardised beta value for witnessing domestic violence toward the veteran’s mother by 
a father, stepfather or mother’s boyfriend where the mother was pushed, slapped, grabbed 
or had things thrown at her (β = .72, p < .001), indicated that this variable had the greatest 
effect out of all the variables in the model.   
Childhood Events and Parenting Overview 
  The strongest maternal parenting and childhood event correlations are the 
frequency of spanking, witnessing domestic violence by pushing, grabbing, slapping and 
throwing things at mum, and kicking, biting and hitting mum.  The strongest paternal 
parenting and childhood event correlations are witnessing domestic violence by pushing, 
grabbing, slapping and throwing things at mum, the frequency of spanking, and living 
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with an alcoholic parent.  Overall, the standardised beta values indicated that a veteran as 
a child witnessing domestic violence perpetrated against his mother, and his frequency of 
spanking, had the greatest impact on perceptions of poor parenting.   
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Vietnam War Demographics 
Table U shows the results of the veterans’ Vietnam War demographic data with 
their diagnosis of PTSD in relation to the number of combat tours of duty in Vietnam, 
arm of the Defence Force served with in Vietnam, National Service status and war role.   
Table U 
Veterans Vietnam War Demographics for Number of Tours of Duty, Arm of Defence 
Force, Regular or National Serviceman and War Role Count and Percentage for PTSD 
Diagnosis 
 
                             Diagnosis of PTSD         Total Veterans 
                  ____________________________            ________ 
Vietnam  War  Demographics   Yes   No      
 
One  Tour    163  (74.1%)   57  (25.9%)   220  (100%) 
 
Two Tours        16 (76.2%)      5 (23.8%)      21 (100%) 
 
Three Tours          8 (72.7%)      3 (27.3%)      11 (100%) 
 
Four Tours          1 (100%)      0          1 (100%) 
 
Served in Navy       12 (63.2%)      7 (36.8%)      19 (100%) 
 
Served in Army    139 (74.7%)    47 (25.3%)    186 (100%) 
 
Served in RAAF      12 (80.0%)      3 (20.0%)      15 (100%) 
 
Regular Serviceman      89 (71.8%)   35  (28.2%)   124  (100%) 
 
National Serviceman      74 (77.1%)    22 (22.9%)      96 (100%) 
 
Combat  Role    114  (75%)   38  (25.0%)   152  (100%) 
 
Support Role        49 (72.1%)    19 (27.9%)      68 (100%) 
 
________________________________________________________________________
Note. These counts were not significant (chi square) for PTSD diagnosis. 
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The Sobel Test 
A mediated effect is considered to be statistically significant if determined by the 
Sobel test (Muller et al., 2008).  Therefore, each following single-mediation was tested  
with the Sobel test.   
 
    Early  Maladaptive  Schemas  
             (Mediator Variables) 
  Path a (sa)                  Path b (sb) 
      
           P a t h   c  
Perceived Parenting                 PTSD Diagnosis 
    (Independent  Variable)     (Dependent  Variable) 
 
Figure 6. Single mediation of the maternal and paternal parenting-PTSD link. 
 
The Sobel (1982) test divides the mediated effect (ab) by its standard error.  The 
resulting test statistic is treated as a z test where values larger than 1.96 are significant to 
the .05 level (Muller et al., 2008).  Descriptions are, a = raw (unstandardised) regression 
coefficient for the association between IV and mediator.  sa = standard error of a.  b = raw 
coefficient for the association between the mediator and the DV (when the IV is also a 
predictor of the DV).  sb = standard error of b.  A regression analysis with the IV 
predicting the mediator will produce a and sa.  A regression analysis with the IV and 
mediator predicting the DV will produce b and sb.  The Sobel (1982) test equation is z 
value = a*b/SQRT(b²*sa² + a²*sb²) (Preacher & Leonardelli, 2008).  
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  265
The appendix mediations utilised the Baron and Kenny (1986) procedure as followed by 
Harris and Curtin (2002), and then Sobel (1982) tested. 
Table V1 
 
Summary of Regression Model Testing for Emotional Deprivation Early Maladaptive Schema Score as a 
Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2) MP      ED    .028    6.29*                  .17* 
                    ( 1 ,   2 1 8 )      
 
 
(3)  ED    PTSD   .036     8.03**    .19** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          ED    PTSD   .036     8.03**      .16* 
       ( 1 ,   2 1 8 )  
 
     Step 2 
     Parenting variable entered 
          MP    PTSD   .021   4.75*    .15* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. ED = emotional deprivation schema.  MP = maternal parenting. *p < .05, **p < .01.  
 
Table V1 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the emotional 
deprivation schema score, decreased to a significant 2.1% variance (F(1, 217) = 4.75, p = 
.030) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was not significant (z = 1.88, p = .061). 
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Table V2 
 
Summary of Regression Model Testing for Emotional Deprivation Early Maladaptive Schema Score as a 
Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      ED    .027    6.01*                  .16* 
                    ( 1 ,   2 1 8 )      
 
 
(3)  ED    PTSD   .036     8.03**    .19** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          ED    PTSD   .036     8.03**      .16* 
       ( 1 ,   2 1 8 )  
 
     Step 2 
     Parenting variable entered 
          PP    PTSD   .027   6.18*    .17* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. ED = emotional deprivation schema.  PP = paternal parenting. *p < .05, **p < .01.  
 
Table V2 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the emotional 
deprivation schema score, decreased to a significant 2.7% variance (F(1, 217) = 6.18, p = 
.014) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was not significant (z = 1.85, p = .064). 
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Table V3 
 
Summary of Regression Model Testing for Abandonment Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    AB   .089   21.41***  .30*** 
                    ( 1 ,   2 1 8 )      
 
 
(3)  AB    PTSD   .109     26.65***   .33*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     AB      PTSD    .109     26.65***     .31*** 
       ( 1 ,   2 1 8 )  
 
     Step 2 
     Parenting variable entered 
          MP    PTSD   .006   1.50    .08 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. AB = abandonment schema.  MP = maternal parenting. *p < .05, ***p < .001.   
 
Table V3 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the abandonment 
schema score, decreased to a non-significant .6% variance (F(1, 217) = 1.50, p = .222) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 3.44, p = .0005). 
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Table V4 
 
Summary of Regression Model Testing for Abandonment Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      AB    .009    2.03                  .10 
                    ( 1 ,   2 1 8 )      
 
 
(3)  AB    PTSD   .109   26.65***  .33*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          AB    PTSD   .109   26.65***     .32*** 
       ( 1 ,   2 1 8 )  
 
     Step 2 
     Parenting variable entered 
          PP    PTSD   .026   6.52*    .16* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. AB = abandonment schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.   
 
Table V4 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the abandonment 
schema score, decreased to a significant 2.6% variance (F(1, 217) = 6.52,  p = .011) when 
controlling for the early maladaptive schema.  The Sobel (1982) test indicated that the 
indirect effect was not significant (z = 1.38, p = .169). 
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Table V5 
 
Summary of Regression Model Testing for Mistrust/Abuse Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    MA   .075   17.65***  .27*** 
                    ( 1 ,   2 1 8 )      
 
(3)  MA    PTSD   .132     33.14***   .36*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     MA      PTSD    .132     33.14***     .34*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .006   1.50    .08 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. MA = mistrust/abuse schema.  MP = maternal parenting. *p < .05, ***p < .001.   
 
Table V5 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the 
mistrust/abuse schema score, decreased to a non-significant .6% variance (F(1, 217) = 
1.50, p = .224) when controlling for the early maladaptive schema, suggesting mediation.  
The Sobel (1982) test indicated that the indirect effect was significant (z = 3.38, p = 
.0007). 
 
 
 
 
 
 
 
 
 
 
  269Appendix V:  Single Mediation of Schemas in the Parenting- PTSD Link 
Table V6 
 
Summary of Regression Model Testing for Mistrust/Abuse Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      MA    .029    6.51*                   .17* 
                    ( 1 ,   2 1 8 )      
 
(3)  MA    PTSD   .132     33.14***   .36*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     MA      PTSD    .132     33.14***     .34*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .017   4.46*    .13* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. MA = mistrust/abuse schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.   
 
Table V6 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the mistrust/abuse 
schema score, decreased to a significant 1.7% variance (F(1, 217) = 4.46, p = .036) when 
controlling for the early maladaptive schema.  The Sobel (1982) test indicated that the 
indirect effect was significant (z = 2.33, p = .019). 
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Table V7 
 
Summary of Regression Model Testing for Social Isolation Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    SI   .059   13.77***  .24*** 
                    ( 1 ,   2 1 8 )      
 
(3)  SI    PTSD   .138     34.87***   .37*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     SI      PTSD    .138     34.87***     .35*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .007   1.85    .09 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. SI = social isolation schema.  MP = maternal parenting. *p < .05, ***p < .001.  
 
Table V7 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the social 
isolation schema score, decreased to a significant .7% variance (F(1, 217) = 1.85, p = 
.175) when controlling for the early maladaptive schema, suggesting mediation.  The 
Sobel (1982) test indicated that the indirect effect was significant (z = 3.14, p = .002). 
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Table V8 
 
Summary of Regression Model Testing for Social Isolation Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      SI    .019    4.12*                   .14* 
                    ( 1 ,   2 1 8 )      
 
(3)  SI    PTSD   .138     34.87***   .37*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     SI      PTSD    .138     34.87***     .35*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .020   5.26*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. SI = social isolation schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.   
 
Table V8 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the social 
isolation schema score, decreased to a significant 2.0% variance (F(1, 217) = 5.26, p = 
.023) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was not significant (z = 1.91, p = .055). 
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Table V9 
 
Summary of Regression Model Testing for Defectiveness/Shame Early Maladaptive Schema Score as a 
Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    DS   .080   18.85***  .28*** 
                    ( 1 ,   2 1 8 )      
 
(3)  DS    PTSD   .095     22.86***   .31*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     DS      PTSD    .095     22.86***     .28*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .008   1.96    .09 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. SI = defectiveness/shame schema.  MP = maternal parenting. *p < .05, ***p < .001.  
 
Table V9 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the 
defectiveness/shame schema score, decreased to a non-significant .8% variance (F(1, 
217) = 1.96, p = .163) when controlling for the early maladaptive schema, suggesting 
mediation.  The Sobel (1982) test indicated that the indirect effect was significant (z = 
3.22, p = .001). 
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Table V10 
 
Summary of Regression Model Testing for Defectiveness/Shame Early Maladaptive Schema Score as a 
Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      DS    .028    6.18*                   .17* 
                    ( 1 ,   2 1 8 )      
 
(3)  DS    PTSD   .095     22.86***   .31*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          DS    PTSD   .095   22.86***     .28*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .020   5.01*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. DS = defectiveness/shame schema.  PP = paternal parenting. *p < .05, **p < .01, , ***p < .001.   
 
Table V10 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the 
defectiveness/shame schema score, decreased to a significant 2.0% variance (F(1, 217) = 
5.26, p = .026) when controlling for the early maladaptive schema.  The Sobel (1982) test 
indicated that the indirect effect was significant (z = 2.20, p = .027). 
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Table V11 
 
Summary of Regression Model Testing for Failure Early Maladaptive Schema Score as a Mediator between 
Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    FA   .049   11.12**    .22** 
                    ( 1 ,   2 1 8 )      
 
(3)  FA    PTSD   .047     10.71**    .22** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     FA      PTSD    .047     10.71**     .19** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .017   3.84    .13 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. FA = failure schema.  MP = maternal parenting. *p < .05, **p < .01.  
 
Table V11 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the failure 
schema score, decreased to a non-significant 1.7% variance (F(1, 217) = 3.84, p = .051) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 2.33, p = .019). 
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Table V12 
 
Summary of Regression Model Testing for Failure Early Maladaptive Schema Score as a Mediator between 
Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      FA    .005    1.05                   .07 
                    ( 1 ,   2 1 8 )      
 
(3)  FA    PTSD   .047     10.71**    .22** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     FA      PTSD    .047    10.71**      .20** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .032   7.43**    .18** 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. FA = failure schema.  PP = paternal parenting. **p < .01.   
 
Table V12 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the failure schema 
score, decreased to a significant 3.2% variance (F(1, 217) = 7.43, p = .007) when 
controlling for the early maladaptive schema.  The Sobel (1982) test indicated that the 
indirect effect was not significant (z = 0.98, p = .327). 
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Table V13 
 
Summary of Regression Model Testing for Dependence/Incompetence Early Maladaptive Schema Score as 
a Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    DI   .049   11.16**    .22** 
                    ( 1 ,   2 1 8 )      
 
(3)  DI    PTSD   .046     10.41**    .21** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     DI      PTSD    .046     10.41**     .18** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .017   3.87    .13 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. DI = dependence/incompetence schema.  MP = maternal parenting. *p < .05, **p < .01.  
 
Table V13 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the 
dependence/incompetence schema score, decreased to a non-significant 1.7% variance 
(F(1, 217) = 3.87, p = .050) when controlling for the early maladaptive schema, 
suggesting mediation.  The Sobel (1982) test indicated that the indirect effect was 
significant (z = 2.33, p = .020). 
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Table V14 
 
Summary of Regression Model Testing for Dependence/Incompetence Early Maladaptive Schema Score as 
a Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      DI    .002    0.38                   .04 
                    ( 1 ,   2 1 8 )      
 
(3)  DI    PTSD   .046     10.41**    .21** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     DI      PTSD    .046    10.41**      .21** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .034   7.93**    .18** 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. DI = dependence/incompetence schema.  PP = paternal parenting. **p < .01.   
 
Table V14 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the 
dependence/incompetence schema score, decreased to a significant 3.4% variance (F(1, 
217) = 7.93, p = .005) when controlling for the early maladaptive schema.  The Sobel 
(1982) test indicated that the indirect effect was not significant (z = 0.60, p = .550). 
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Table V15 
 
Summary of Regression Model Testing for Vulnerability Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    VU   .059   13.69***  .24*** 
                    ( 1 ,   2 1 8 )      
 
(3)  VU    PTSD   .157     40.61***   .40*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     VU      PTSD    .157     40.61***     .38*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .006   1.63    .08 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. VU = vulnerability to harm schema.  MP = maternal parenting. *p < .05, ***p < .001.  
 
Table V15 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the vulnerability 
schema score, decreased to a non-significant .6% variance (F(1, 217) = 1.63, p = .203) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 3.21, p = .001). 
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Table V16 
 
Summary of Regression Model Testing for Vulnerability Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      VU    .036    8.15**                   .19** 
                    ( 1 ,   2 1 8 )      
 
(3)  VU    PTSD   .157     40.61***   .40*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          VU    PTSD   .157   40.61***  .37*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .014   3.71    .12 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. VU = vulnerability to harm schema.  PP = paternal parenting. **p < .01, ***p < .001.    
 
Table V16 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the vulnerability 
schema score, decreased to a non-significant 1.4% variance (F(1, 217) = 3.71,  p = .055) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 2.62, p = .008). 
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Table V17 
 
Summary of Regression Model Testing for Subjugation Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    SB   .054   12.48**       .23** 
                    ( 1 ,   2 1 8 )      
 
(3)  SB    PTSD   .060     13.84***   .24*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     SB      PTSD    .060     13.84***     .22** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .014   3.36    .12 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. SB = subjugation schema.  MP = maternal parenting. *p < .05, **p < .01, ***p < .001.     
 
Table V17 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the subjugation 
schema score, decreased to a non-significant 1.4% variance (F(1, 217) = 3.36, p = .068) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 2.56, p = .010). 
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Table V18 
 
Summary of Regression Model Testing for Subjugation Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      SB    .057    13.22***                 .24*** 
                    ( 1 ,   2 1 8 )      
 
(3)  SB    PTSD   .060     13.84***   .24*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          SB    PTSD   .060   13.84***  .21** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .019   4.47*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. SB = subjugation schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.    
 
Table V18 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the subjugation 
schema score, decreased to a significant 1.9% variance (F(1, 217) = 4.47,  p = .036) when 
controlling for the early maladaptive schema.  The Sobel (1982) test indicated that the 
indirect effect was significant (z = 2.59, p = .009). 
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Table V19 
 
Summary of Regression Model Testing for Self-Sacrifice Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    SS   .047   10.69**       .22** 
                    ( 1 ,   2 1 8 )      
 
(3)  SS    PTSD   .071     16.56***   .27*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     SS      PTSD    .071     16.56***     .24*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .014   3.34    .12 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. SS = self-sacrifice schema.  MP = maternal parenting. *p < .05, **p < .01, ***p < .001.     
 
Table V19 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the self-sacrifice 
schema score, decreased to a non-significant 1.4% variance (F(1, 217) = 3.34, p = .069) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 2.55, p = .010). 
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Table V20 
 
Summary of Regression Model Testing for Self-Sacrifice Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      SS    .069    16.28***                 .26*** 
                    ( 1 ,   2 1 8 )      
 
(3)  SS    PTSD   .071     16.56***   .27*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          SS    PTSD   .071   16.56***  .23** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .016   3.81    .13 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. SB = self-sacrifice schema.  PP = paternal parenting. **p < .01, ***p < .001.    
 
Table V20 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the self-sacrifice 
schema score, decreased to a non-significant 1.6% variance (F(1, 217) = 3.81,  p = .052) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 2.86, p = .004). 
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Table V21 
 
Summary of Regression Model Testing for Emotional Inhibition Early Maladaptive Schema Score as a 
Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    EI   .075   17.63***  .27*** 
                    ( 1 ,   2 1 8 )      
 
(3)  EI    PTSD   .156     40.25***   .40*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     EI      PTSD    .156     40.25***     .38*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .005   1.19    .07 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. EI = emotional inhibition schema.  MP = maternal parenting. *p < .05, ***p < .001.     
 
Table V21 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the emotional 
inhibition schema score, decreased to a non-significant .5% variance (F(1, 217) = 1.19, p 
= .276) when controlling for the early maladaptive schema, suggesting mediation.  The 
Sobel (1982) test indicated that the indirect effect was significant (z = 3.50, p = .0004). 
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Table V22 
 
Summary of Regression Model Testing for Emotional Inhibition Early Maladaptive Schema Score as a 
Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      EI    .014    3.12                   .12 
                    ( 1 ,   2 1 8 )      
 
(3)  EI    PTSD   .156     40.25***   .40*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          EI    PTSD   .156   40.25***  .38*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .021   5.66*    .15* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. EI = emotional inhibition schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.    
 
Table V22 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the emotional 
inhibition schema score, decreased to a significant 2.1% variance (F(1, 217) = 5.66,  p = 
.018) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was not significant (z = 1.71, p = .087). 
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Table V23 
 
Summary of Regression Model Testing for Unrelenting Standards Early Maladaptive Schema Score as a 
Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    US   .021   4.63*    .14* 
                    ( 1 ,   2 1 8 )      
 
(3)  US    PTSD   .081     19.24***   .29*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     US      PTSD    .081     19.24***     .27*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .018   4.30*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. US = unrelenting standards schema.  MP = maternal parenting. *p < .05, ***p < .001.     
 
Table V23 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the unrelenting 
standards schema score, decreased to a significant 1.8% variance (F(1, 217) = 4.30, p = 
.039) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was not significant (z = 1.93, p = .053). 
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Table V24 
 
Summary of Regression Model Testing for Unrelenting Standards Early Maladaptive Schema Score as a 
Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      US    .017    3.85                   .13 
                    ( 1 ,   2 1 8 )      
 
(3)  US    PTSD   .081     19.24***   .29*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          US    PTSD   .081   19.24***  .26*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .024   5.91*    .16* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. US = unrelenting standards schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.    
 
Table V24 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the unrelenting 
standards schema score, decreased to a significant 2.4% variance (F(1, 217) = 5.91,  p = 
.016) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was not significant (z = 1.79, p = .072). 
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Table V25 
 
Summary of Regression Model Testing for Entitlement Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    ET   .043   9.69**    .21** 
                    ( 1 ,   2 1 8 )      
 
(3)  ET    PTSD   .086     20.45***   .29*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     ET      PTSD    .086     20.45***     .27*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .013   3.21    .12 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. ET = entitlement schema.  MP = maternal parenting. *p < .05, **p < .01, ***p < .001.     
 
Table V25 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the entitlement 
schema score, decreased to a non-significant 1.3% variance (F(1, 217) = 3.21, p = .075) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 2.55, p = .010). 
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Table V26 
 
Summary of Regression Model Testing for Entitlement Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      ET    .008    1.66                   .09 
                    ( 1 ,   2 1 8 )      
 
(3)  ET    PTSD   .086     20.45***   .29*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          ET    PTSD   .086   20.45***  .28*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .028   6.86**    .17** 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. ET = entitlement schema.  PP = paternal parenting. **p < .01, ***p < .001.    
 
Table V26 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the entitlement 
schema score, decreased to a significant 2.8% variance (F(1, 217) = 6.86,  p = .009) when 
controlling for the early maladaptive schema.  The Sobel (1982) test indicated that the 
indirect effect was not significant (z = 1.24, p = .213). 
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Table V27 
 
Summary of Regression Model Testing for Insufficient Self-Control Early Maladaptive Schema Score as a 
Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    IS   .042   9.57**    .21** 
                    ( 1 ,   2 1 8 )      
 
(3)  IS    PTSD   .135     34.16***   .37*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     IS      PTSD    .135     34.16***     .35*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .010   2.54    .10 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. IS = insufficient self-control schema.  MP = maternal parenting. *p < .05, **p < .01, ***p < .001.     
 
Table V27 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the insufficient 
self-control schema score, decreased to a non-significant 1.0% variance (F(1, 217) = 
2.54, p = .113) when controlling for the early maladaptive schema, suggesting mediation.  
The Sobel (1982) test indicated that the indirect effect was significant (z = 2.74, p = 
.006). 
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Table V28 
 
Summary of Regression Model Testing for Insufficient Self-Control Early Maladaptive Schema Score as a 
Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      IS    .027    5.60*                   .16* 
                    ( 1 ,   2 1 8 )      
 
(3)  IS    PTSD   .135     34.16***   .37*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          IS    PTSD   .135   34.16***  .35*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .018   4.59*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. IS = insufficient self-control schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.    
 
Table V28 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the insufficient 
self-control schema score, decreased to a significant 1.8% variance (F(1, 217) = 4.59,  p 
= .033) when controlling for the early maladaptive schema.  The Sobel (1982) test 
indicated that the indirect effect was significant (z = 2.25, p = .024). 
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Table V29 
 
Summary of Regression Model Testing for Approval Seeking Early Maladaptive Schema Score as a 
Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    AS   .028   6.35*    .17* 
                    ( 1 ,   2 1 8 )      
 
(3)  AS    PTSD   .056     12.89***   .24*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     AS      PTSD    .056     12.89***     .21** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .018   4.30*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. IS = insufficient self-control schema.  MP = maternal parenting. *p < .05, **p < .01, ***p < .001.     
 
Table V29 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the approval 
seeking schema score, decreased to a significant 1.8% variance (F(1, 217) = 4.30, p = 
.039) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was significant (z = 2.06, p = .039). 
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Table V30 
 
Summary of Regression Model Testing for Approval Seeking Early Maladaptive Schema Score as a 
Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      AS    .016    3.57                   .13 
                    ( 1 ,   2 1 8 )      
 
(3)  AS    PTSD   .056     12.89***   .24*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          AS    PTSD   .056   12.89***  .22** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .027   6.32*    .17* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. AS = approval seeking schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.    
 
Table V30 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the approval 
seeking schema score, decreased to a significant 2.7% variance (F(1, 217) = 6.32,  p = 
.013) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was not significant (z = 1.67, p = .094). 
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Table V31 
 
Summary of Regression Model Testing for Negativity/Pessimism Early Maladaptive Schema Score as a 
Mediator between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    NP   .057   13.15***  .24*** 
                    ( 1 ,   2 1 8 )      
 
(3)  NP    PTSD   .113     27.74***   .34*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     NP      PTSD    .113     27.74***     .31*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .009   2.27    .10 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. NP = negativity pessimism schema.  MP = maternal parenting. *p < .05, ***p < .001.     
 
Table V31 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the negativity 
pessimism schema score, decreased to a non-significant .9% variance (F(1, 217) = 2.27, p 
= .133) when controlling for the early maladaptive schema, suggesting mediation.  The 
Sobel (1982) test indicated that the indirect effect was significant (z = 2.99, p = .003). 
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Table V32 
 
Summary of Regression Model Testing for Negativity/Pessimism Early Maladaptive Schema Score as a 
Mediator between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      NP    .026    5.75*                   .16* 
                    ( 1 ,   2 1 8 )      
 
(3)  NP    PTSD   .113     27.74***   .34*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          NP    PTSD   .113   27.74***  .31*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .020   4.91*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. NP = negativity pessimism schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.    
 
Table V32 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the negativity 
pessimism schema score, decreased to a significant 2.0% variance (F(1, 217) = 4.91,  p = 
.028) when controlling for the early maladaptive schema.  The Sobel (1982) test indicated 
that the indirect effect was significant (z = 2.18, p = .029). 
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Table V33 
 
Summary of Regression Model Testing for Punitiveness Early Maladaptive Schema Score as a Mediator 
between Perceived Maternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) MP      PTSD    .030    6.75*                   .17* 
                    ( 1 ,   2 1 8 )      
 
 
(2)  MP    PU   .042   9.55**    .21** 
                    ( 1 ,   2 1 8 )      
 
(3)  PU    PTSD   .104     25.19***   .32*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     PU      PTSD    .104     25.19***     .30*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          MP    PTSD   .012   2.95    .11 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. PU = punitiveness schema.  MP = maternal parenting. *p < .05, **p < .01, ***p < .001.     
 
Table V33 shows that the 3.0% significant (F(1, 218) = 6.75, p = .010) perceived 
maternal parenting variability in PTSD in the absence of controlling for the punitiveness 
schema score, decreased to a non-significant 1.2% variance (F(1, 217) = 2.95, p = .087) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was significant (z = 2.62, p = .008). 
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Table V34 
 
Summary of Regression Model Testing for Punitiveness Early Maladaptive Schema Score as a Mediator 
between Perceived Paternal Parenting (MOPS Score) and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) PP      PTSD    .037    8.36**                   .19** 
                    ( 1 ,   2 1 8 )      
 
 
(2) PP      PU    .027    6.08*                   .17* 
                    ( 1 ,   2 1 8 )      
 
(3)  PU    PTSD   .104     25.19***   .32*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
          PU    PTSD   .104   25.19***  .30*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Parenting variable entered 
          PP    PTSD   .020   4.93*    .14* 
                ( 1 ,   2 1 7 )      
______________________________________________________________________________________ 
Note. PU = punitiveness schema.  PP = paternal parenting. *p < .05, **p < .01, ***p < .001.    
 
Table V34 shows that the 3.7% significant (F(1, 218) = 8.36, p = .005) perceived 
paternal parenting variability in PTSD in the absence of controlling for the punitiveness 
schema score, decreased to a significant 2.0% variance (F(1, 217) = 4.93,  p = .027) when 
controlling for the early maladaptive schema.  The Sobel (1982) test indicated that the 
indirect effect was significant (z = 2.22, p = .026). 
 
 
 
 
  Appendix W:  Single Mediation of Schemas in the Vietnam War- PTSD Link 
 
The appendix mediations utilised the Baron and Kenny (1986) procedure as 
followed by Harris and Curtin (2002), and then Sobel (1982) tested. 
Table W1 
 
Summary of Regression Model Testing for Social Isolation Early Maladaptive Schema Score as a Mediator 
between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    SI    .015    3.22                   .12 
            in  Vietnam       (1,  218)     
 
 
(3)  SI    PTSD   .138     34.87***   .37*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     SI      PTSD    .138     34.87***     .36*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .012   2.99    .11 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. SI = social islolation schema. *p < .05, ***p < .001.  
 
Table W1 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the social 
isolation schema score, decreased to a non-significant 1.2% variance (F(1, 217) = 2.99,   
p = .085) when controlling for the early maladaptive schema.  The Sobel (1982) test 
indicated that the indirect effect was not significant (z = 1.73, p = .084). 
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Table W2 
 
Summary of Regression Model Testing for Defectivenes/Shame Early Maladaptive Schema Score as a 
Mediator between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    DS    .054    12.38**                  .23** 
            in  Vietnam       (1,  218)     
 
 
(3)  DS    PTSD   .095     22.86***   .31*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     DS      PTSD    .095     22.86***     .29*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .007   1.67    .09 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. DS = defectiveness/shame schema. *p < .05, **p < .01, ***p < .001.  
 
Table W2 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the 
defectiveness/shame schema score, decreased to a non-significant .7% variance          
(F(1, 217) = 1.67, p = .197) when controlling for the early maladaptive schema, 
suggesting mediation.  The Sobel (1982) test indicated that the indirect effect was 
significant (z = 2.82, p = .004). 
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Table W3 
 
Summary of Regression Model Testing for Failure Early Maladaptive Schema Score as a Mediator between 
Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    FA    .019    4.20*                  .14* 
            in  Vietnam       (1,  218)     
 
 
(3)  FA    PTSD   .047     10.71**    .22** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     FA      PTSD    .047     10.71**     .20** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .015   3.54    .13 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. FA = failure schema. *p < .05, **p < .01.  
 
Table W3 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the failure 
schema score, decreased to a non-significant 1.5% variance (F(1, 217) = 3.54, p = .061) 
when controlling for the early maladaptive schema, suggesting mediation.  The Sobel 
(1982) test indicated that the indirect effect was not significant (z = 1.75, p = .080). 
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Table W4 
 
Summary of Regression Model Testing for Dependence/Incompetence Early Maladaptive Schema Score as 
a Mediator between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    DI    .013    2.95                   .12 
            in  Vietnam       (1,  218)     
 
 
(3)  DI    PTSD   .046     10.41**    .21** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     DI      PTSD    .046     10.41**     .20** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .017   3.82    .13 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. DI = dependence/incompetence schema. *p < .05, **p < .01.  
 
Table W4 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the 
dependence/incompetence schema score, decreased to a non-significant 1.7% variance          
(F(1, 217) = 3.82, p = .052) when controlling for the early maladaptive schema, 
suggesting mediation.  The Sobel (1982) test indicated that the indirect effect was not 
significant (z = 1.55, p = .120). 
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Table W5 
 
Summary of Regression Model Testing for the Vulnerability Early Maladaptive Schema Score as a 
Mediator between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    VU    .015    3.35                  .12 
            in  Vietnam       (1,  218)     
 
 
(3)  VU    PTSD   .157     40.61***   .40*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     VU      PTSD    .157     40.61***     .38*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .011   2.84    .11 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. VU = vulnerability schema. *p < .05, ***p < .001.  
 
Table W5 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the 
vulnerability schema score, decreased to a non-significant 1.1% variance (F(1, 217) = 
2.84, p = .093) when controlling for the early maladaptive schema, suggesting mediation.  
The Sobel (1982) test indicated that the indirect effect was not significant                          
(z = 1.76, p = .078). 
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Table W6 
 
Summary of Regression Model Testing for Self-Sacrifice Early Maladaptive Schema Score as a Mediator 
between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    SS    .025    5.66*                  .16* 
            in  Vietnam       (1,  218)     
 
 
(3)  SS    PTSD   .071     16.56***   .27*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     SS      PTSD    .071     16.56***     .25*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .012   2.94    .11 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. SS = self-sacrifice schema. *p < .05, ***p < .001.  
 
Table W6 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the self-
sacrifice schema score, decreased to a non-significant 1.2% variance (F(1, 217) = 2.94, p 
= .088) when controlling for the early maladaptive schema, suggesting mediation.  The 
Sobel (1982) test indicated that the indirect effect was significant (z = 2.03, p = .042). 
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Table W7 
 
Summary of Regression Model Testing for Emotional Inhibition Early Maladaptive Schema Score as a 
Mediator between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    EI    .025    5.50*                  .16* 
            in  Vietnam       (1,  218)     
 
 
(3)  EI    PTSD   .156     40.25***   .40*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     EI      PTSD    .156     40.25***     .38*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .008   2.18    .09 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. EI = emotional inhibition schema. *p < .05, ***p < .001.  
 
Table W7 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the 
emotional inhibition schema score, decreased to a non-significant .8% variance (F(1, 
217) = 2.18, p = .142) when controlling for the early maladaptive schema, suggesting 
mediation.  The Sobel (1982) test indicated that the indirect effect was significant           
(z = 2.20, p = .028). 
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Table W8 
 
Summary of Regression Model Testing for Insufficient Self-Control Early Maladaptive Schema Score as a 
Mediator between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    IS    .039    8.77**                  .20** 
            in  Vietnam       (1,  218)     
 
 
(3)  IS    PTSD   .135     34.16***   .37*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     IS      PTSD    .135     34.16***     .35*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .007   1.68    .08 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. IS = insufficient self-control schema. *p < .05, **p < .01, ***p < .001.  
 
Table W8 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the 
insufficient self-control schema score, decreased to a non-significant .7% variance (F(1, 
217) = 1.68, p = .196) when controlling for the early maladaptive schema, suggesting 
mediation.  The Sobel (1982) test indicated that the indirect effect was significant               
(z = 2.65, p = .008). 
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Table W9 
 
Summary of Regression Model Testing for Punitiveness Early Maladaptive Schema Score as a Mediator 
between Hospitalised in Vietnam Variable and PTSD Diagnosis 
 
Independent   Dependent   
variable    variable   ∆R²   F for ∆R² (df)   β (Standardised) 
______________________________________________________________________________________ 
 
(1) Hospitalised     PTSD    .023    5.18*                   .15* 
            in  Vietnam       (1,  218)     
 
 
(2) Hospitalised    PU    .046    10.53**                 .22** 
            in  Vietnam       (1,  218)     
 
 
(3)  PU    PTSD   .104     25.19***   .32*** 
       ( 1 ,   2 1 8 )  
 
(4) Step 1 
     PU      PTSD    .104     25.19***     .30*** 
       ( 1 ,   2 1 8 )  
     Step 2 
     Vietnam variable entered 
          Hospitalised   PTSD   .007   1.77    .09 
            in  Vietnam       (1,  217)     
______________________________________________________________________________________ 
Note. PU = punitiveness schema. *p < .05, **p < .01, ***p < .001.  
 
Table W9 shows that the 2.3% significant (F(1, 218) = 5.18, p = .024) perceived 
hospitalised in Vietnam variability in PTSD in the absence of controlling for the 
punitiveness schema score, decreased to a non-significant .7% variance (F(1, 217) = 1.77, 
p = .184) when controlling for the early maladaptive schema, suggesting mediation.  The 
Sobel (1982) test indicated that the indirect effect was significant (z = 2.72, p = .006). 
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Hollywood Clinic Group PTSD Program 1996 - 2002 (Comparison Group) 
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 Appendix Y:  Hollywood Clinic Veterans’ Self-Completed Measures 
Part 1.  Basic demographic data (7 questions) 
These questions include: military number, date of birth, gender, marital status, 
education and training, work status, and postcode. 
Part 2.  General health status: WHOQOL-Brèf (26 questions) 
The WHOQOL-Brèf (the short form of the World Health Organization’s Quality 
of Life instrument) is an internationally recognized health profile instrument (WHOQoL 
Group, 1996, 1998) which has been validated for Australian use (Murphy, Herrman, 
Hawthorne, Pinzone, & Evert, 2000).  The WHOQOLBrèf comprises four scales 
measuring physical health, psychological wellbeing, social relationships and the 
environment (Hawthorne et al., 2004).   
Part 3. Health service use (20 questions) 
These questions consider health service use, and completed over time will enable 
changes in health service use to be tracked (Beevor & Curtis, 1995; Wing, Beevor, 
Curtis, Park, Hadden, & Burns, 1998).  The questions cover use of: the Veterans 
Counselling Service (VVCS), general practitioners, psychiatrists, psychologists, other 
specialist doctors, social workers, other counsellors (e.g. marriage counsellor), self-help 
groups (e.g. Alcohol Anonymous), community health centre, district or community nurse, 
chiropractor, physiotherapist, alternative therapist, and others.  It also covers hospital 
admissions in the past 6 months and use of medications (Hawthorne et al., 2004).  
Part 4.  Abbreviated Dyadic Adjustment Scale (ADAS) (7 questions) 
The ADAS is derived from the Dyadic Adjustment Scale (Spanier, 1976) and is a 
measure of marital/cohabiting relationships.  It has been validated in an Australian study 
(Sharpley & Rogers, 1984).  In general, the questions are straightforward and there are  
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few difficulties in completing them.  When partners separately complete the ADAS it 
provides more information on the extent of marital/cohabiting issues and problems 
(Hawthorne et al., 2004). 
Part 5.  PTSD Checklist (PCL) (17 questions) 
This is the military version of the PCL (Weathers et al., 1993).  Evaluations of its 
psychometric properties from the ACPMH database suggest it is appropriate to the 
veteran population (Forbes et al., 2001).  The PCL is based on DSM-IV-TR (2000) 
symptoms of PTSD and is highly correlated with the clinician-rated CAPS-1 (Forbes et 
al., 2001). 
Part 6.  Hospital Anxiety and Depression Scale (HADS) (14 questions) 
The HADS is a self-assessment instrument for detecting states of depression and 
anxiety (Hawthorne et al., 2004; Snaith & Zigmond, 1994; Zigmond & Snaith, 1983). 
The HADS has been validated as a screening measure among populations similar to 
veterans and has been widely validated in other populations (Hamer et al., 1991; 
Hawthorne et al., 2004).  The ACPMH has found the HADS to be sensitive to change in 
veterans’ mental health status (Hawthorne et al., 2004). 
Part 7.  Alcohol Use Disorders Identification Test (AUDIT) (10 questions) 
AUDIT is the World Health Organization developed screening test for identifying 
persons with early alcohol problems; it is aimed at identifying those with harmful 
drinking rather than alcoholism (Allen, Litten, Fertig, & Babor, 1997; Babor, de la 
Fuente, Saunders, & Grant, 1989).  The AUDIT was selected on the basis of its cross-
national standardization, its consistency with ICD-10 and other alcohol measures and its 
sensitivity (Hawthorne et al., 2004).  
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Part 8. Dimensions of Anger Reactions (DAR) (7 items) 
The ACPMH analysis indicates the DAR (Novaco, 1975) is a unidimensional 
scale (PCA, F1, Eigenvalue = 4.56), where the factor explained 65% of the variance. The 
internal consistency (α = 0.91) is consistent with this finding. Correlation with the STAXI 
suggests the DAR provides a measure of angry behaviours (Hawthorne et al., 2004). 
Part 9.  Guilt and Detachment Scale (GDS) (10 questions) 
Created by the ACPMH and based on the self-report CAPS the GDS comprises 
two short scales that measure guilt (4 items) and detachment (6 items) respectively.  
ACPMH research has found these unidimensional scales to be reliable and sensitive 
(Hawthorne et al., 2004). 
Part 10.  Assessment of Quality of Life (AQoL) (12 questions) 
The AQoL is an Australian-developed quality of life instrument consisting of 15 
questions of which 12 contribute to a utility-index.  Only these 12 core questions are 
included in the ACPMH dataset.  Validation studies of the AQoL report excellent 
psychometric properties (Hawthorne et al., 2004; Hawthorne & Richardson, 2001; 
Hawthorne, Richardson, & Day, 2001a, 2001b). 
 
 
 
 
 
 Appendix Z:  Early Maladaptive Schema Scores Contrasts between Intake to Discharge 
and Discharge to Follow-up   
Table Z 
 
Repeated Measures Analysis of Variance of Early Maladaptive Schema Scores within the 2007-8  
Hollywood Clinic PTSD Treatment Group at Intake to Discharge Contrast, & Discharge to 3 Month 
Follow-up Contrast 
 
                          Mean (± Standard Deviation)  
             ____________________________________ 
     
Early Maladaptive     Intake     Discharge  3 Months        F                F 
Schemas             Post-Course  Intake to      Discharge to 
         D i s c h a r g e         F o l l o w - u p  
           df (1, 53)    df (1, 49) 
 
Emotional Deprivation    32 ± 30       21 ± 25  23 ± 25      14.45***     0.32 
  
Abandonment      31 ± 27       21 ± 23  25 ± 27      19.08***  2.52 
             
Mistrust/Abuse      44 ± 32       34 ± 29  35 ± 27      17.14***    0.29 
            
Social Isolation      44 ± 36       32 ± 35  33 ± 35      13.73**    0.54     
          
Defectiveness/Shame    32 ± 30       22 ± 28  25 ± 28      14.40***  1.83  
           
Failure        34 ± 36       23 ± 31  23 ± 31       11.78**    0.13           
          
Dependence/Incompetence  24 ± 29       18 ± 25  17 ± 25        2.73      0.07           
             
Vulnerability      40 ± 31       31 ± 30  30 ± 30        5.78*       0.01          
          
Enmeshment        9 ± 19         8 ± 16    8 ± 15        1.26            0.30 
           
Subjugation      31 ± 33       21 ± 26  21 ± 25       13.07**        0.02          
          
Self-Sacrifice      51 ± 29       44 ± 30  37 ± 30        8.20**    6.58*          
                      
Emotional Inhibition    63 ± 34       50 ± 35  46 ± 35      22.82***    0.87           
          
Unrelenting Standards    51 ± 31       44 ± 32  39 ± 31        6.59*     4.25*          
           
Entitlement      30 ± 27       20 ± 24  20 ± 24      18.35***    0.01           
           
Insufficient Self-Control    42 ± 27       35 ± 28  28 ± 24        7.29**  7.26* 
           
Approval Seeking    25 ± 27      20 ± 23  16 ± 22        6.78*   4.51* 
          
Negativity/Pessimism    41 ± 35      30 ± 32  30 ± 31        7.96**  0.01 
          
Punitiveness      46 ± 29      40 ± 31  34 ± 31        3.18    5.40*   
   
Note. *p < .05, **p < .01, ***p < .001.   
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